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and treatment o f an adult psychological problem.
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Year one
Adult Mental Health Essay
Critically evaluate the concept of ‘mentalization^ and its utility in the formulation 
and treatment of an adult psychological problem.
The concept of Mentalization, simply put a person’s ability to hold ‘mind in mind’ (Allen, 
2006 pp.3), is one of the most recent developments in psychodynamic and attachment theory 
(Holmes, 2005). Although difficult to define, there are several attempts in current literature 
to clarify the main tenets of the concept. It is considered by its own proponents Peter 
Fonagy and Anthony Bateman amongst others (Bateman and Fonagy, 2004) to be a new 
word to encompass old concepts such as mindfulness and empathy and yet it is being applied 
in a novel way to understand and treat developmental psychopathology. The theory has most 
prominently been used to explain the link between problems with attachment in early life 
experiences and vulnerability to borderline personality disorder (BPD) (Holmes, 2005). It is 
thought that people with a diagnosis of BPD find it difficult to mentalize and the aim of 
Mentalization Based Therapy (MBT) is to foster that ability (Holmes, 2005).
During my employment in an inpatient adult mental health unit I was aware of a consultant 
psychiatrist attempting to introduce the concept of mentalization to the nursing staff in the 
ward that she worked and which was known to have a high prevalence of service users with 
a diagnosis of BPD. My initial thoughts and assumptions of the concept were negative; I felt 
that it was a clumsy word that did not describe anything new and had little to offer the staff 
by way of understanding and supporting several highly distressed women who exhibited 
repeated risky behaviours. I have chosen this essay question as a way of addressing and 
challenging these early assumptions. I have chosen to focus on borderline personality 
disorder as I may be working with people with this label whilst on placement and I wish to
leam more about the diagnosis and treatment options available. Below I intend to explore in 
more depth the concept of mentahzation by tracing the roots of its development from 
psychodynamic, attachment and cognitive theories. I will explore and evaluate how the 
theory of mentalization explains the development of problems faced by people with BPD and 
provides a basis for treatment that differs from the current evidence based options Mke 
Dialectical Behaviour Therapy.
Defining Features of Mentalization.
Mentalization is reported to be a ‘genuinely new’ model of psychoanalytical theory that can 
inform both models of psychological development and understanding of therapeutic practice 
(Weinberg, 2006 pp.251). Fonagy describes it as ‘the capacity to perceive and understand 
oneself and others’ behaviours in terms of mental states’ (cited in Slade, 1999, pp.581). This 
metacognitive phenomenon (Holmes, 2005) develops in childhood and allows people to 
make sense of their environment by distinguishing ‘inner from outer reahty’ (Fonagy & 
Target, 2003, pp.270). Thus mentalizing is the capacity for integration of the psychic 
equivalence mode, in which internal and external realities are thought to be the same, and the 
pretend mode, in which internal fantasy world is considered separate but not affecting the 
external world (Fonagy and Target, 1997).
Jon Allen and colleagues (Allen et a/.2003, pp.3) outhne three ways in which the ability to 
mentalize is ‘crucial to our wellbeing’. The first, that it serves as a framework for one’s 
sense of identity -  it allows a person to understand their responsibihty for their actions and to 
maintain a consistent awareness o/se//’despite experiencing various intensities of emotions. 
Second, mentahzing allows for the creation and maintenance o f mature relationships in 
which members are able to communicate and adapt to signals interpreted from another’s 
behaviour and to each feel understood.
Third, that mentahzing allows a person to manage and regulate their emotions and perceive 
flexibility in choice of action. Allen et al. (2003) believe that this gives a person the ability to 
be goal orientated and to be resilient in the face of challenges.
There are considered to be three dimensions within mentalization; the first that it can be both 
implicit and explicit, the second that it is both self reflective and interpersonal and thirdly the 
content and processing of mentalizing has both cognitive and affective aspects (Bateman & 
Fonagy, 2004). Critically the model holds that this abihty, if disrupted in childhood, can be 
‘fostered’ in adulthood (Fonagy et al. 2002).
Mentalizing is found to be affected by high arousal states e.g. anxiety, distress or through 
drug or alcohol use (Bateman & Fonagy, 2004) and is ‘designed’ to be overridden by 
humans’ fight or flight response to danger (Allen et al. 2003). It is also thought possible to 
become too sensitive to mental states and Allen et al. (2003) highlights the importance of 
being able to ‘turn off mentalizing’ during some interactions but does not discuss how this is 
possible or how people determine when to disable this function. I wonder if this is implicitly 
or explicitly done. At this stage, to me the concept of both explicit and imphcit mentalizing 
describe an ability to reflect and to empathise. The development in childhood of an 
awareness of others as a separate identity to ourselves is well mapped in research into 
development of a theory of mind. I wonder at this point how the concept of mentahzation 
differs from what we already know about these abihties and what it can inform us about 
psychopathology.
A new model?
The criticism with the concept of mentalization is that it is not a new model but the 
proponents themselves allude to this (Bateman and Fonagy, 2004) and acknowledge that the 
definition overlaps with many ‘conceptual cousins’ (Allen, 2006, pp. 11). Allen (2008)
attempts to differentiate mentalizing from terms such as empathy, mindfulness and affect 
consciousness and suggests that each of these explains an aspect of mentalizing ability. 
Choi-Kain and Gunderson (2008) believe the overlaps are due to the broad, all encompassing 
definition of mentalization which can lead to confusion. However, they have also graphically 
depicted (see Figure 1) how the concepts mentioned above, together with psychological 
mindedness, can be separated along the three dimensions mentioned previously. They note 
still that the boundaries are not clear (Choi-kain & Gunderson, 2008).
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Figure 1: Mentalization map. (Choi-Kain & Gunderson, 2008
Developmental roots
Lecours and Bouchard (cited in Holmes, 2005) state that similar developments in psychology 
have occurred simultaneously over the past quarter of a century. Holmes (2005) outlines the 
influential theories that led to Fonagy’s current model starting with Cognitive Psychologists 
and Neuroscientists’ gradual discoveries about the development of Theory of Mind and it’s 
connection with autism (e.g. Baron-Cohen et al., 2000). Research shows that Theory of 
Mind has developed in most by the age of five and is defined as the ability to understand that
others can have a different view of the world than one’s own (Allen, 2006), Autism is 
thought to be, simply put, the absence of Theory of Mind; importantly people may not 
develop the capacity to mentalize effectively but have a Theory of Mind (Fonagy et al, 
2002).
Object relations theorist, Bion (cited in Holmes, 2005), developed a metaphor for the naming 
of ‘thoughts without a thinker’ (Holmes, 2005 pp. 185) that develops through the early 
relationship between child and mother, a focus that is shared by Fonagy and Target’s (1997) 
model. The integration of psychic equivalence and pretend modes is an extension of 
Winnicott’s theory (cited in Holmes, 2005) that people need to develop a transitional space 
between unconscious and conscious thought.
Also, Holmes (2005) describes how the Francophone Psychoanalysts have explicitly used 
the idea of mentalizing for several decades although not in a developmental or clinical 
context.
There is a vast work on attachment theory initially begun by psychoanalyst John Bowlby 
who proposed that the early relationship with a primary caregiver determines efficacy of 
relationships with significant others in adulthood; disruptions in infant-carer relationships is 
a precursor to psychopathology (cited in Cassidy, 1999). This work was continued by Mary 
Ainsworth through the Strange Situation test and the development by Main (cited in Hesse, 
1999) of the structured Adult Attachment Interview (AAI). These allowed the classification 
of secure and insecure attachment behaviours in infants towards their parents and of 
attachment ‘state of mind’ in adult narratives of their early years (Hesse, 1999).
Reflective functioning and metacognitive monitoring
Through the findings from the AAI, Main found that adults who had a secure attachment 
narrative showed evidence of capacity for metacognitive monitoring (Hesse, 1999), what 
Main describes as the individual’s ability to ‘step back and consider his or her own cognitive 
processes as objects of thought or reflection’ (cited in Slade, 1999 pp.580). Those with 
unresolved/disorganised attachment had narratives with marked lapses in metacognitive 
monitoring (Hesse, 1999).
Fonagy and colleagues took this theory a step further by introducing an additional analysis of 
AAI transcripts called the reflective function subscale which he believes to be a ‘quantitative 
measure of the capacity for mentalization’ (Holmes, 2005, pp. 180). This subscale is found 
to discriminate clinical populations from non clinical in levels of reflective functioning and 
thus ability to mentalize, including people with a diagnosis of BPD (Slade, 1999). It is 
reported that the subscale still needs to be assessed for validity and reliability.
High reflective functioning (of which metacognitive monitoring is a part) in a parent was 
found to be predictive of their infant’s attachment security; security of attachment in infants 
is predictive of high reflective function (Holmes, 2005). Thus it was proposed that reflective 
function, the capacity to mentalize, is the means by which security is imparted from parent to 
child (Hesse, 1999) and is an example of what psychoanalysts term intergenerational psychic 
processes.
The Utility of the Concept of Mentalization as Applied to the Formulation of 
Borderline Personality Disorder
The Diagnostic and Statistical Manual of Mental Disorders fourth edition (DSM-IV. APA, 
1994)  ^ defines BPD in terms of its effect on functioning and categorizes it as an axis II 
cluster B disorder (dramatic, emotional or erratic type). There are many criticisms of the 
utility and accuracy of DSM-IV diagnosis (e.g. Skodol et al, 2002b cited in Bateman and 
Fonagy, 2004) which need to be considered when reviewing research that has been executed 
using these criteria, however I will not be discussing these issues further here.
DSM-IV considers borderline personality disorder to be a complex and serious mental health 
problem defined by a pattern of difficulties with emotion regulation, impulse control and 
instability in relationships (APA, 1994). It is also characterised by frequent periods of 
feeling empty or bored, use of self-harm and suicide attempts. There is frequent co 
morbidity with depression and anxiety and the combination of these symptoms can cause 
severe functional impairment, making it difficult to develop close relationships or to manage 
in education or work settings (NICE, 2008). Estimates of prevalence in the U.K. general 
population quote a range between 0.7% and 2% with 20% of people who are inpatients in 
mental health hospitals having such a diagnosis (NICE, 2008).
Attachment, trauma and BPD
There is evidence of a high prevalence of trauma or neglect in childhood reported by people 
with BPD (Emmelkamp & Kamphius, 2007). As discussed previously disruptions in early 
life can lead to insecure attachment which is associated with predisposition to mental health 
problems and difficulties with relationships (Slade, 1999). People with BPD are more likely
* The International Classification o f Mental and Behavioural Disorders 10* Revision (ICD-10) differs in slightly 
in definition. I will be using the DSM-IV criteria when referring to the diagnosis o f BPD throughout, due to this 
tool being the most prevalently used in research reviewed in this essay.
to have an insecure attachment classification from the AAI compared to controls (Fonagy et 
al, 2002).
A large body of work on the effects of trauma in infancy reports a lack of capacity to 
regulate emotions, a lack of predictable sense of self, poor impulse control and problems 
with intimacy (Streek-Fischer & Van der Kolk, 2000). Importantly, not everybody who 
experiences trauma in childhood develops BPD and so this suggests there are factors that 
make some people more vulnerable than others.
Current models of development
Several different Diathesis-stress models have been proposed including Linehan’s, Zanarini 
and Frankenburg’s and Young’s Schema models (cited in Emmelkamp & Kamphius, 2007) 
but I intend to look more closely at Linehan’s model which is the theory behind DBT. 
Linehan (1993b) describes a biosocial model in which some individuals have a biologically 
oversensitive response system which is readily activated causing strong emotions that the 
person has ineffective systems to deal with. The interaction of this vulnerability with an 
emotionally invalidating environment (Linehan, 1993b) in childhood, one in which 
behaviours are responded to ‘erratically and inappropriately’ (Linehan, 1993b, pp.3), leads to 
the emotion regulation problems that people with BPD may experience. The children who 
experience trauma but do not develop BPD have not got the biological disposition to 
emotion vulnerability (Linehan, 1993b).
Fonagy and Target’s (2003) model of the development of BPD is also a diathesis stress 
model (Emmelkamp & Kamphius, 2007) in which the stressor is the failure to develop sense 
of self by mirrored behaviour in infancy. This causes a lack of ability to mentalize. Thus 
mentalization emerges in childhood through the secure attachment behaviours of a parent
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who is able to mentalize themselves. A sensitive mother^ can ‘respond to her infant’s signals 
as if they are patterned, sequential, bounded and meaningful’ (Slade, 1999). The parent does 
this through mirroring the infant’s facial and vocal expressions (Fonagy & Target, 2003). 
An example given by Fonagy and Target (2(X)3 pp.273) highlights this interaction; a mother 
approaches her crying infant saying empathically ‘do you want your nappy changed?’ as 
opposed to ‘Are you wet around the bottom?’ I understand this to mean that the latter gives 
an explanation of external reahty only but the former is a question that holds within it the 
mothers representation of the infant as intentional, able to have desires or wishes causing 
their current emotional state. Thus she labels this emotion for the infant and the infant can 
intemahse the symbolic representation of internal states and also this representation of self. 
The infant also can hnk the experience that his emotional state improved foUowing his 
mother’s physical response to his original emotion thus leaving him with a sense of control 
and a representation of ‘self as a regulating agent’ (Fonagy & Target, 2003 pp.272).
Mentalization as the link between insecure attachment and development of 
BPD.
Through trauma or neglect in infancy, people with BPD are said to have developed non- 
reflective internal working models which organise behaviour (Fonagy et ah, 2002) in the 
following ways:
■ In infancy they are vulnerable to lacking mentalizing capacity as it is not facilitated 
through a secure relationship
■ They are then discouraged from using any mentalizing ability they had through 
experiences of trauma often from within their own family and so they are exposed to a 
hostile perspective of the world. Being able to recognise the mental states of others 
who indicate hatred through their behaviour is upsetting and to be avoided. It forces a
 ^Much of Fonagy’s work refers to the infant as male and the primary carer as the mother although other theories 
of attachment have since discussed the roles of fathers and other carers. This shall not be explored further here. 
For consistency only I shall continue to refer to the parent as female and the child as male.
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child to see them self as worthless (Fonagy et al, 2002). In this way any mentalizing 
ability that has developed is actively inhibited (Fonagy et al, 2002).
■ In infancy monitoring and learning about cues that support attribution of others’ and 
own mental states is inhibited which gradually leads to a difficulty understanding other 
minds. In adult hood this is difficult to reverse. (Fonagy et al, 2002).
■ An uneven adaptation of mentalization results as they have difficulty defining 
difference between internal and external states (they remain in psychic equivalence 
mode) therefore they may be hyper vigilant to others’ mental states but 
uncomprehending of their own.
Importantly, the theory states that there is not a universal failure of mentalizing ability in 
people with BPD, in fact clinicians report that people with BPD can be hypersensitive to the 
emotions of others (Fonagy et al, 2002). I wonder if this is a deficit in ability to ‘turn off 
mentalization, a requirement suggested earlier by Allen et al, (2003).
New developments in the model.
Recent increases in neurobiological evidence of specific ‘attachment systems’ has led 
Fonagy and Bateman (2006) to make changes to their original understanding of the 
development of BPD. This places greater emphasis on disruption in mentalizing ability 
during emotionally laden interpersonal situations (Corcoran, 2001) and is supported by 
evidence of an over active attachment system in people with BPD (Fonagy & Bateman, 
2006). Original indications that there is a self induced deficit in mentalizing has now been 
replaced by belief that this deficit in mentalizing in people with BPD is secondary to the 
hyper active attachment system which causes arousal in an interpersonal situation leading to 
inhibition of mentalization (Fonagy & Bateman, 2006). This over stimulation is said to 
explain the characteristic intense fluctuations in new relationships that vary very rapidly 
from states of ‘idealization and devaluation’ (Fonagy & Bateman, 2006, pp.423). This
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pattern can be re-enacted with staff members of mental health services and responded to 
negatively, something that I have witnessed in my previous employment.
The model discussed here is positive in its optimistic and more recovery based approach to 
explaining BPD. However, the model is heavily based on findings from the reflective 
function subscale which we have already asserted has not been subjected to assessment of 
reliability and validity. The model is not a new one but is a move towards a more cognitive 
explanation of Bion’s (cited in Holmes, 2005) metaphor of alpha function and incorporates 
work on the role of modelling between parent and infant in early experiences. I think that it 
takes these theories further to explain more specifically how disruptions caused during early 
years can lead to the lack of emotion regulation and problems with interactions present in 
BPD. Psychodynamic practitioners criticise the model for placing too much emphasis on 
cognitive aspects of development (Fonagy & Target, 2003) but I think that it represents a 
positive move towards integration of psychodynamic and cognitive theory.
Choi-Kain and Gunderson (2008) conclude that the concept of mentalization is not specific 
enough to be able to act as a marker for BPD or any other psychopathology. Before this can 
happen there needs to be more research into relationships between mentalization and its 
overlapping concepts. Perhaps the increase in neuro-scientific evidence will provide some of 
these answers. The integration of neuro-scientific evidence of attachment puts the model of 
mentalization in a new light but Fonagy and Bateman (2006) state that this is still speculation 
that requires further testing. However, this change in emphasis of their model has also 
changed their emphasis on the appropriate direction of mentalization based therapy. Fonagy 
and Bateman (2006) report that they do not think that their model is a complete explanation 
of BPD problems but one that can help give a framework to therapy that I will discuss in the 
next section.
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The Utility of the Concept of Mentalization in the Treatment of Borderline 
Personality Disorder
In the past, psychiatrists believed that personality disorders were untreatable (Royal College 
Psychiatrists, 2006). People with a diagnosis of BPD are frequent users of mental health and 
emergency services (NICE, 2008). Due to this and the level of anxiety raised in staff 
working with people with BPD by exhibition of risky behaviours staff are found to hold 
hostile and negative attitudes, for example they may be considered ‘time wasters’ (National 
Institute for Mental Health in England (NIMHE), 2003). At present there exists a ‘guarded 
optimism’ that personality is changeable (Bateman and Fonagy, 2004, pp.XIX). NICE is 
currently producing guidelines to be published in 2009 to clarify recommended treatment 
and management procedures that may reduce use of services people with BPD.
Current treatment approaches
Over the past few decades there have been frequent changes in approach to treatment for 
people with BPD. Over the past two decades cognitive behavioural approaches became 
more popular and this has led the way to the development of DBT. The service that I used 
to work for, and my current placement, is facilitating Systems Training for Emotional 
Predictability and Problem Solving (STEPPS) considered a useful brief adjunct to DBT 
(Silk, 2008). Currently there is some evidence for Transference-focused Psychotherapy, 
(TFP), DBT and STEPPS and more integrated approaches including schema-focused 
psychotherapy (SET) (Emmelkamp & Kamphius, 2007).
Bateman and Fonagy (2004) have introduced Mentalization-based treatment (MBT) in recent 
years as a modem manualised psychodynamic approach but there is limited evidence of 
efficacy or of the usefulness of applying the concept of mentalization in this way to clinical 
work. I suggest that, in assessing utility, a therapy must have positive outcomes and also be
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proven to be better than no treatment, as according to Stone (1993), there are shown to be a 
gradual improvement in symptoms over time anyway. For use by the NHS, therapy 
approaches need to be cost effective whilst taking into account the reduced cost of repeated 
access to service from those who have therapy. Clarkin and Levy (2006) describe the 
importance of considering the mechanisms of change in therapy rather than the focus on 
outcomes so often advocated by NHS departments and NICE.
Evidence base for Mentalization-Based Treatment
The principle aims of MBT for BPD are to encourage mentalization in areas where it is 
lacking, to stabilize this ability in the context of attachment relationships, to reduce negative 
effects of mentalizing and to encourage self discovery and the discovery of others’ points of 
view. Unlike traditional psychoanalysis and more like CBT this is to be achieved by 
focusing on the patient in the here and now (Bateman and Fonagy, 2006).
There is some anecdotal evidence of usefulness. Janner (2008), a campaigner for service user 
led organisations, has written articles describing her positive experience of receiving MBT 
for BPD. Bateman and Fonagy (2004) have executed a lengthy in-depth randomised 
controlled trial of MBT (involving individual therapy, partial hospitalization followed by 
group therapy for 18months) versus routine NHS care for BPD. Results after therapy had 
ended demonstrated a decrease in frequency of self-harm and suicide attempts, decrease in 
the number and length of admission to hospital and reduction in mood symptoms. Controls 
showed no change or deterioration. Costs were equal between groups during treatment but 
after treatment the control group were more likely to cost more on use of health services than 
the treatment group (Bateman and Fonagy, 2004).
An eight year follow up of this study was published in May 2008. Five years after treatment 
was complete there was found to be a continued reduction in suicidality, service use and use
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of medication than the control group but results were small (Bateman and Fonagy, 2008). I 
think the results are limited and they do not indicate whether it is unique aspects of MBT that 
have caused the positive results in the treatment group. Research has demonstrated they 
could be due to the length of organised input over three years (Leichsenring & Leibing, 
2003) or the planned hospitalization (Bateman & Fonagy, 2004). I feel that a study that 
controls for these factors would be useful in assessing this.
How does Mentalization Based Treatment compare to current options?
DBT is manualised and involves psychosocial skills training, intense therapist support and, 
like MBT, a combination of individual and group therapy (Linehan, 1993b). Unlike more 
psychoanalytic approaches it is not aimed at maintaining a stable environment for clients but 
to help the client become comfortable with change. A controlled study of DBT for people 
with BPD reports that the DBT group had fewer suicide attempts, less time as inpatients, 
shorter lengths of stay, and fewer patients dropped out of therapy (Linehan et ah, 1993). It is 
reported that DBT may decrease self-destructive behaviour but does not necessarily lead to 
changes in depression or changes that are long lasting (Silk, 2008).
STEPPS is also a cognitive and behavioural systems based approach that promotes skills 
training in emotional awareness and regulation and involves family members and carers as 
part of the therapy programme. STEPPS is not found to be effective at reducing suicide/self- 
harm attempts but a recent article highlights its use as an adjunct to other interventions such 
as DBT. There is no evidence that MBT involves families and carers; their awareness of 
mentalization, through a more systemic approach, would perhaps be more effective at 
maintaining improved mentalization in interpersonal interactions.
Transference-Focused Psychotherapy (TFP) and Schema-focused therapy (SFT) are both 
reported to lead to significant change in personality in people with BPD with over three
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years reduction in symptoms (Giesen-Bloo et al, 2006). Fonagy himself considers that TFP 
is the most similar approach to MBT; the difference between the two is the emphasis on 
transference in TFP as opposed to the avoidance of using transference in the early stages of 
MBT (Yeomans et al, 2008). A more in depth review of current therapy for BPD is 
discussed in Bateman and Fonagy (2004).
Mechanisms of Change
According to Bateman and Fonagy (2004) any treatment for BPD needs to be targeting 
change in personality rather than change in symptoms or social functioning. Giesen-Bloo et 
a/.,(2006, pp.656) state that the aim of MBT is for reduction of ‘self destructive 
psychopathological destruction’ as opposed to personality change as in TFP and SFT. In 
Bateman and Fonagy’s (2004, 2008) study of MBT they do not appear to have used a 
measure of personality change or indeed of reflective function. I would expect that if MBT 
is effective through the fostering of mentahzation within relationships, operationalised by 
reflective function, then evidence of change in this following MBT would be a useful 
addition to the evidence base for this new approach.
Emphasis on the creation of a therapeutic relationship from which the optimal conditions for 
mentalizing are provided (Holmes, 2005) is also considered crucial to change. Bateman and 
Fonagy (2006) agree that one’s attachment system is partly activated by the therapeutic 
alhance or by group members in group therapy but I would suggest that this activation could 
occur during all individual psychotherapy, indeed, Fonagy and Bateman (2006) agree that 
the process in question is not specific to MBT.
Although there is some evidence of improved social functioning and reduction in risky 
behaviours in MBT this is similar to results found by other psychodynamic therapies. At 
present there is not enough evidence that MBT as a complete therapy model offers anything
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unique to a psychologist working with a person with BPD. However it is argued that the 
concept of mentalization can be applied as a ‘bridging concept’ that can be understood and 
incorporated into different psychological therapies (Lewis, 2006 pp. 171). Allen et al. (2003) 
agrees that mentalization has a role as a ‘compass for treatment’ for mental health problems 
across different modalities i.e. that through clinicians’ understanding of mentalization and 
ability to mentalize effectively themselves they can be of benefit to their patients regardless 
of whether the clinician is basing their treatment approach on DBT or TFP.
Conclusion
I found the concept of mentalization confusing at first but due to the three dimensions of 
cognitive/affective, implicit/explicit, self/other (Choi-Kain & Gunderson, 2008), it does 
appear to me represent more than the sum of its parts. The concept applied to developmental 
psychopathology is not a new theory but builds upon and integrates previous theories of 
attachment security, trauma, infant mirroring and emotional regulation to explain the 
symptoms associated with BPD.
It appears to have been embraced by clinicians and researchers alike as an integrated way to 
understand BPD, however at present the large majority of the literature regarding 
mentalization has been written by proponents of the model and so it is difficult to gain a 
balanced view. I think this is in part due to its recent emergence.
Mentalization, operationalised as reflective function (Fonagy and Target, 2003) is in theory 
quantifiable and thus measurable. Reflective function has been used as an outcome measure 
for trials of DBT and TFP (Choi-Kain & Gunderson, 2008) although notably not MBT. As 
the future of clinical psychology and psychotherapy in the NHS moves increasingly further 
towards use of only those practices that have a strong empirical evidence base it is 
increasingly important that new developments can accommodate this need. However the
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validity and reliability of the reflective function scale are uncertain (Choi-Kain & 
Gunderson, 2008) and so it calls into question the usefulness of mentalization deficits as an 
indicator of BPD (Choi-Kain & Gunderson, 2008). Further research is required into 
reflective function as a marker for BPD, and efficacy of MBT, perhaps controlling for partial 
hospitalisation.
I think that the concept is most useful as a formulation for understanding the difficulties that 
people with BPD face with interpersonal interactions. There is as yet limited evidence of 
effectiveness for MBT as a manualised programme. There are similarities too with DBT 
and STEPPS and it might be suggested that a combination of the useful elements of all 
would allow for tailored treatment of individuals. A more integrative approach to therapy 
combining different treatment types that target different areas of patient functioning allows 
for this tailoring (Clarkin & Levy, 2006) but this mix and match model may not be 
achievable in the current NHS. Alternatively, the emphasis in MBT on the value of 
modelling within the therapeutic relationship could be applicable as a framework across all 
schools of individual psychotherapy. Thus it enables a more ‘coherent treatment approach’ 
(Choi-Kain and Gunderson, 2008, pp. 1127).
The Consultant Psychiatrist at the hospital at which I was previously employed, 
S.Muntzinger, described (personal communication, October 2008) how useful the concept 
of mentahzation was, when taught to nursing staff, in reducing hostility among staff 
members toward chents with BPD. She suggested that by encouraging mentalization 
amongst staff they are then better able to model it for clients. I feel that a more systemic 
approach to treatment, involving educating families and carers about mentalization would 
further reduce the negative consequences of impairment in mentalization. It may also 
improve a person’s chance of continued practice of effective mentalization in interpersonal 
interactions outside of the therapeutic relationship. Although not yet proven effective as a
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specific form of therapy, the model continues to follow other therapy approaches like DBT 
and STEPPS in promoting a more positive, optimistic understanding and approach to 
treatment of a group of people who experience high levels of distress and were previously 
considered time wasters.
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Professional Issues Essay 
What are the differences and similarities in the process and content of supervision 
and consultation practices in clinical teams? How might we evaluate the 
effectiveness of supervision and consultation in our NHS work?
In the New Ways of Working (NWW) document Working Psychologically in Teams it is 
recommended that “Psychologists should seek to develop their role in contributing to the 
improved effectiveness of services through process consultancy at systems level, peer 
consultation and supervision” (BPS, 2007a, pp.4) amongst other tasks. Changes in mental 
health services initiated through the Department of Health (DH) National Service 
Framework (DH, 1999a) and NWW pohcies have called for the re-evaluation of the roles of 
chnical psychologists (e.g. BPS, 2007b) resulting in a move away from segregated clinical 
psychologists working solely as therapists (BPS, 2007a). There is a need to recognise the 
professionals worth and account for work being carried out in teams, in an increasingly 
target driven, business culture of the NHS. This has led to an increase of interest in the value 
of psychologists in MultidiscipUnary Teams (MDTs) and how effective aspects of their roles 
are. As a trainee I am currently considering my own future as a quahfied clinician and this 
has led to an interest in exploring different roles that mark clinical psychologists as team 
players and leaders.
Current context
Supervision
Supervising trainees and other health professionals is an accepted part of the job of quahfied 
psychologists (Bernard & Goodyear, 2009). A recent paper outhning the importance of 
continuing professional development for health professionals (DH, 2001) included
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supervision and coincided with the Division of Chnical Psychology (DCP) policy guidelines 
on supervision (DCP, 2003). The gradual rise in the number of trainee chnical psychologists 
over the past ten years (Fleming & Steen, 2004) at the same time as the change in emphasis 
within the NHS of the need for chnical effectiveness and monitoring of practice (DH, 
1999b), has led to an increasing interest in improving training and evaluation of supervision 
practices (Wheeler, 2004).
Consultation
From my experiences on placement, informal peer consultation by chnical psychologists 
appears welcomed by other team members, yet now there is a need to more precisely account 
for how effectively time is spent at work; one way to do this is to formalise the services 
offered. The ‘Mowbray report’ (1989), described by Pilgrim (2008) as unpopular, discussed 
a management consultant’s view of how Chnical Psychologists should focus on using their 
specific skills, for consultation to teams to be more cost effective, however, the 
recommendations were not widely embraced (Pilgrim, 2008). It is only in the last five years 
that models of consultation have been re-explored by chnical psychologists, for instance 
Lake’s (2008a) team formulation approach. Pilgrim’s (2008) explanation for this is that with 
the profession’s lack of clarity about it’s identity, especially with the increase in training of 
single model therapists, there is a need to mark the main role of the chnical psychologist as 
providing guidance and facihtating psychological thinking in teams (Turpin, 2008).
Defining supervision and consultation
There are many different forms of both supervision and consultation, for instance, group or 
individual, external or internal, between psychologists or across professions. For the 
purposes of this essay I have chosen to focus on the literature relating to supervision and
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consultation delivered by Clinical Psychologists, internally to chnical teams of which they 
are a member, as this is more relevant to my own current and future practice.^
Fleming and Steen (2004) note that the DCP guidelines on supervision do not include a clear 
definition of supervision but support the idea that supervision needs will change over the 
stages of ones career (DCP, 2003). However, Bernard and Goodyear (2009) describe their 
definition as the U.K. standard: ‘Supervision is an intervention provided by a more senior 
member of a profession to a more junior member or members of that same profession’ 
(Bernard & Goodyear, 2009, pp.7). They go on to describe the relationship of supervision to 
be ‘evaluative and hierarchical’ and to extend over time (Bernard & Goodyear, 2009, pp.7).
Consultation is considered by many as a form of supervision (e.g. Hawkins & Shohet, 2000; 
in Bernard & Goodyear, 2009) and it is suggested that for very experienced professionals, 
supervision evolves into a form of consultation (Bernard & Goodyear, 2009). However, 
consultation is also considered as worthy of a definition in its own right as, an informal peer 
interaction between quahfied therapists, in which ideas about a client are sought or when one 
wishes to ‘regain needed objectivity’ (Bernard & Goodyear, 2009, pp. 10).
Caplan (cited in Brown et ah, 1991) describes mental health consultation as a ‘voluntary and 
non-hierarchical relationship between two professionals....initiated by the consultée for the 
purpose of solving a work related problem’ (pp.6). In defining consultation Bernard & 
Goodyear (2009) note that, unlike supervision, it does not involve an evaluative element to 
the relationship and that it is a task that is voluntarily sought. Supervision is usually a 
requirement of most health professionals both during training and once quahfied.
D ue to lim ited space I shall be focusing on theories relevant to individual supervision rather than 
group supervision.
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Some of the similarities and differences highlighted above, in both content, as in the purpose 
of the tasks and the way they are conceptuahsed, and in the process, such as the relationships 
and power dynamics, will now be explored in more depth.
Content
Purpose
Carroll (1996) names two purposes of supervision; protecting the welfare of clients'  ^ and 
attending to the supervisee’s professional development. The focus of consultation is also 
twofold; to assist in solving a work related problem, and to empower the consultée with the 
skills to solve similar problems in the future (Parsons, 1996). Both aim to be beneficial to 
the chent being discussed and also the recipient of the process but the conceptual models and 
methods of delivering these processes differ.
Conceptual models
For supervision it was previously thought that a good therapist would make a good 
supervisor, leading to different models of supervision to support different models of therapy 
(Bernard & Goodyear, 2004). Numerous developmental theories such as the Integrated 
Developmental Model (IDM) (Stoltenberg et al., 1998) can apply across therapy model. In 
these stage based models, supervisees are recognised as progressing through different stages 
of development, in different professional skills, at different times (Reining & Steen, 2004). 
Social role models of supervision such as Bernard and Goodyear’s (2009) Discrimination 
Model, have a focus on the functions, tasks and roles that supervisors must model. Attempts 
to integrate what has been described by critics as the ‘metaphors’ of the development models 
(Gonsalvez & McLeod, (2008, pp.82) and the focus on role and task, have lead to the
 ^Patient, service user and client are frequently used interchangeably in health literature depending on  
the d iscipline o f  the author writing and the current trend but for the purposes o f  this essay  I shall use  
client throughout as this is the noun used m ost prom inently in the supervision literature.
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development of systemic models such as Holloway’s Systems Approach to Supervision 
(SAS) (cited in Fleming & Steen, 2004).
Consultation models developed very differently, from behavioural approaches such as social 
learning theory, group dynamics and also organisational development theories (Brown ct al, 
1991). Caplan’s 1970’s interpretation of mental health consultation (Caplan et ah, 1995) has 
been the predominant model that is rephcated and referred to, through texts of the 1980’s- 
1990’s. The model involves the basic stages of building and establishing a working 
relationship, assessment and goal setting, use of interventions, followed by a review of the 
consultation (Caplan et al, 1995). The approach has been updated and modified to be suited 
to specific services such as community psychology services (Orford, 1992).
Like with supervision, systemic thinking can be apphed to understand interactions in 
consultation as seen in systemic consultation models for family therapy services (Todd, 
1986).
More recent concepts of supervision and consultation have taken different paths. Current 
interest in supervision has led to the development of competency based models, agreeable 
with the concept of more regulated training for supervisors. Falender and Shafranske (2008) 
believe their model ‘provides an explicit framework and method to initiate, develop, 
implement, and evaluate the processes and outcomes of supervision.’ (pp.7). Bernard and 
Goodyear’s (2009, figure 1) integrated three dimensional model is developed from Rodolfa’s 
et al, (2005) competency cube. It graphically demonstrates the interaction between the main 
tasks and parameters of supervisors and the concurrent development of the supervisee.
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Figure 1: Conceptual M odel o f  Supervision. 
Bernard and G oodyear (2009)
For consultation the most recent development is Lake’s (2008a) formulation based model for 
internal consulting to MDTs. During team meetings, team members are invited to bring 
cases for discussion and the team are involved in generating a broadly biopsychosocial 
formulation. Lake (2008a) suggests that this approach values all team members’ expertise, 
encourages collaborative discussion and can ‘foster a shared language’ (Lake 2008a, p. 18). 
Importantly it does not require the consultant to have the answer and therefore suggests 
psychologists, including those newly qualified, are capable of offering consultation to teams, 
by use of transferable skills learnt at pre-quahfication training. This is very different from 
the move in supervision to competency based approaches, and increased training provision.
Methods used
The methods of supervision aim to train and evaluate the supervisee and modify their 
therapy behaviours (Lambert & Arnold, 1987). Modelling, role playing and observation 
either live or through recordings are commonly used (Lambert & Arnold, 1987) for
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supervision. Although consultation skills employ modelhng of problem solving approaches, 
the consultées are under no obligation to carry out ideas suggested during the consultation 
and therefore do not need to be evaluated.
One particular practical method these roles share is that of contracting. Contracting is the 
practice of clearly defining the goals and purpose of the meetings between professionals and 
is considered a crucial stage of both supervision and consultation (Scaife, 2001). Brown et 
al, (1991) traditional eight stage model of consultation involves the important stage of 
‘negotiating an agreement.... regarding the nature of the consultation’ (p. 138) and suggests 
that this gives members an opportunity to understand each other’s roles and the limitations of 
the consultation too. Lake’s (2008a) formulation model is devised for an internal consultant 
and he remarks that it is important to clearly define the aims and purpose of the meetings so 
that team members know what to expect.
Contracting is just as important for supervision but the emphasis is on it as the start of an 
ongoing supervisory relationship (Scaife, 2001). Through contracting, practical matters such 
as the time, length and format of the supervision sessions can be agreed but during this the 
supervisor and supervisee will be beginning to leam each others communication style; this 
will further inform the contract. Unlike consultation, the contract in supervision can be 
reviewed and adapted as the supervisees needs change (Scaife, 2001).
Responsibility
One of the key differences between consultation and supervision is the responsibility held by 
the professional towards the recipient of the service offered. Caplan and Caplan (2000) 
make clear that ‘consultants have no administrative power over the consultée or 
responsibility for case outcome’ (pp. 18-19).
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Supervisors, by definition, are usually more senior to their supervisee and thus they must 
retain some responsibility for the client work of the supervisee; this is perhaps particularly 
important for trainees (Scaife 2001). Important ethical and legal obligations are involved, 
such that supervisors must at times balance their responsibility for the supervisee with their 
responsibility for the client (Harrar et al, 1990). For example, they must be prepared to 
intervene if they feel the supervisee is not capable of managing a client’s risk (Harrar et al, 
1990), despite the possible detriment to the supervisee’s self esteem (Scaife, 2001).
Process
Brown et al, (1991) point out that process can be understood in either a purely descriptive 
way  ^ or by exploring the interpersonal factors, such as power, that are involved in these 
interactions. Both tasks were defined previously as professional relationships with 
colleagues, with each member bringing differing ‘interpersonal histories’ (Beinart, 2004, 
p.45) that will influence the development of the new relationship. These relationships 
require professional boundaries that may need to be reworked between old colleagues to 
avoid role conflict and ambiguity (Steele, 1982). Below I will explore further some of the 
differences in the way these factors affect consultation and supervision.
Triadic relationships
Both of the relationships experienced in our two tasks are described in the Hterature as 
triadic. The description of the three parties and their relationship is demonstrated in Figure 
2. Parsons (1996) description of the triad of consultation involves the singular for all 
although it is apparent that the ‘client’ could be a family and the ‘consultée’ could be an 
MDT.
E.g. See Brow n et al,  (1991 ,pp. 135) eight stages o f  consultation
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ClientClient
Supervisor SuperviseConsultéeConsultant
Figure 2: Triadic Nature o f  Consultation and Supervision. Adapted from Parsons 
(1996)
Beinart (2004) describes the supervisory triad as between client and therapist^ and the 
therapist’s supervisor. The difference I see in the supervisory triad is the length of 
involvement of the supervisor as a member of the triad, compared to the more transitory 
involvement of the consultant, plus the increased responsibility of the supervisor for the 
client, leading to the possibility of direct client interaction (as shown in figure 2). The 
duration of the relationship in supervision is for as long as is contracted and so can outlast 
the therapeutic relationship between the supervisee and their clients.
Holloway’s Systems Approach to supervision (cited in Fleming & Steen, 2004) suggests a 
need to take account of the influences of the fourth party in trainee clinical psychology 
supervision -  the trainee’s institution.
Interpersonal variables
It is through the process of forming a collaborative relationship, in which both parties are 
able to communicate effectively, that consultation can effectively achieve the required 
outcome (e.g. Tingstrom, et al, 1990). Similar to the consultant-consultee relationship, the 
quality of the supervisor-supervisee relationship is thought to be the most important factor in 
determining how effective it is at achieving its function (Scaife, 2001).
 ^The supervisee. ______________________________________________________________________
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The research on interpersonal variables that affect the outcome of consultation is limited. 
However a number of researchers have attempted to apply Carkhuff s counselling model of 
helping (discussed in Pagel et al, 1967) although there is no empirical evidence of how valid 
this application is (Brown et al, 1991). I note that as it is written about a dyadic 
relationship, it does not include the effects that may be caused by the third member of the 
interactions in consultation. Carl Rogers’ qualities of acceptance, warmth and genuineness 
have been tenets of effective person centred counselling and Horton and Brown, (1990) 
(amongst others) have indicated that these same qualities can facilitate the process of 
consultation. They have also been associated with efficacious supervisory relationships 
(Beinart, 2004).
For supervision, research has found that factors such as supervisor style and supervisee self- 
efficacy is related to supervisor working alliance (Efstation et al, 1990). Bordin (1983) 
developed a model of supervisory working alliance and what is required for ‘collaboration to 
change’ (Beinart, 2004; p.43). This notably includes the need for bonds between members 
that develop through the shared experience of supervision. The relationship is an interaction 
between two people each with different prior experiences and different world views 
(Tummula-Narra, 2004). The aim of this relationship is said to be to provide a safe, 
containing space for interpersonal learning (Tummula-Narra, 2004) but whether this has 
been achieved relies on the subjective experience of the match (often a forced choice) 
between the two personalities.
How the conflicts and differences in the relationship are managed is also likely to affect the 
usefulness of the relationship as a process. Social inequalities such as differing experiences 
of privilege or disadvantage, priorities for cultural values and social and political positions 
exist in a complex way in every supervisory triad (Patel, 2004). Patel (2004) suggests that
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there is a tendency for these to be acknowledged in a single token gesture rather than being 
used as a method of exploring each triad member’s identity and expectations, and 
considering how this impacts on the client.
Relationship development
According to Beinart (2004) the supervisory relationship develops in phases. Holloway’s 
(1995, in Fleming & Steen, 2004) systemic model of the supervisory relationship explains 
the development as moving from a formal to a more informal interpersonal relationship; this 
follows the beginning, maturing and terminating phases described by Mueller and Kell 
(1972). Through this process the relationship becomes more adapted to suit the individual 
needs of the supervisee and they can be empowered by learning and developing new skills 
and confidence (Fleming & Steen, 2004). From my own experience of being a supervisee 
the relationship must progress through these phases to allow for the individuals in the 
relationship to form a better understanding of each other’s way of communicating.
Worthington (1987) reported that there is evidence to suggest that both the behaviour of 
supervisors and the supervisory relationship changes as supervisees gain experience which 
supports the IDM of Stoltenberg et al., (1998). The developmental models emphasise an 
ongoing interaction between the supervisor and supervisee, unlike the time limited 
interaction in consultation. Strategically, the need to become familiar with the consultée to 
form an understanding of their agenda is an important stage of the process of consultation 
(Caplan, 1995). Internal consultants wiU already have relationships with their team 
members but need to consider actively re-defining this for the purposes of consultation; for 
an internal consultant, acceptance into the team is achieved more easily but is ‘gained at the 
loss of the role clarity’ (Brown et al, 1991, pp. 144). Thus the development of a specific 
time limited working relationship needs to be strategically considered, but here, seems much
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more of a one way interaction than the ongoing process of development of the supervisory 
relationship.
Modelling
Hawkins and Shohet’s (2000, in Bernard & Goodyear, 2009) Social Role Model of 
supervision describes the importance of the ‘good enough’ supervisor (Bernard & 
Goodyear, 2009, pp. 105) who can offer both support and containment, whilst modelling how 
to behave. To me this has echoes of Winicott’s (1956) good enough mother in 
psychodynamic perspectives of mother-child relationships.
For supervision the role of modelling is used as a tool for allowing the acquisition of new 
skills. In a less direct way supervision can be understood as an isomorph of therapy (Bernard 
& Goodyear, 2009). The use of symmetrical parallel processes between therapy and 
supervision can be explained as increasing a supervisee’s awareness of a client’s experience 
of their therapeutic relationship, by noting the parallels in their own relationship with the 
supervisor (Whitman & Jacobs, 1998). The supervisor’s response to the supervisee can then 
be a useful model of how the supervisee could relate to their chent.
This complex interaction appears to me only possible through the gradual development of 
both the therapeutic relationship between a psychologist and client and a parallel working 
alliance between professionals, as in supervision. The consultancy relationship is restricted 
to individual consultations and is not developed or maintained (Brown et al, 1991).
Power
The non-hierarchical aspect of the consultation dyad is considered to be key in developing a 
collaborative relationship that promotes open communication and the consultée maintaining 
responsibility and ownership of the solution (Caplan, 1995). This leads to the consultée
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being more likely to implement ideas discussed and to generalise skills learnt during the 
process to other future problems (Caplan, 1995). Lake (2008b) also agrees that the non 
expert role allows even newly qualified chnical psychologists to offer consultation within the 
teams in which they work.
Brown et al., (1991) suggest that power in the relationship should be equal but that 
consultées may attribute more power to the consultant, putting them in the expert role. 
However, power can be equahsed by making the consultée more aware of their own abilities 
and strengths (Brown et al, 1991)
Resistance to the consultant interaction on the part of the consultée is associated with 
imbalances of perceived power (Gross, 1980; cited in Brown et al, 1991). Factors leading to 
resistance include ambiguity about roles and expectations (Brown et al., 1991) or the 
possible lack of cultural empathy or understanding, from a consultant who does not share the 
culture of the team/individual for whom they are working (Pinto, 1981). Dennis and Aitkin 
(2004) point out the value of training Clinical Psychologists in self-reflexivity so that it can 
be used to consider individuals’ (both ones’ own, consultées’ and chents’) ‘cultural heritage’ 
(pp. 160) and difference in relation to gender, ‘race’ and social position. They also suggest 
that inequalities of power, based on these, can only be challenged by every professional 
considering the role they may have in continuing assumptions and practices that could be 
disadvantaging others (Dennis & Aitkin, 2004).
Within supervision, power is said to lie with the supervisor in a hierarchical relationship 
(Holloway, 1995: in Fleming & Steen, 2004) although it is argued that both parties influence 
the distribution of power (Beinart, 2004, p.46). For supervisors of trainee chnical 
psychologists, the role of evaluator seals the power difference and it is thought by some that 
this negatively affects the supervisory relationship (Scaife, 2001). However, a qualitative
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study by Beinart (2002: cited in Beinart, 2004) found that the process of feedback was 
valued by most supervisees and evaluation was only an issue for relationships that were of 
poor quality.
Methods of evaluating consultation and supervision
The NHS has a commitment to clinical governance (DH, 1999b); audit and evaluation of 
service delivery is a large part. As methods of quality control they ensure that best practice 
is being implemented at ground level and enable commissioners to make decisions about the 
most cost effective way of delivering quality services to the most clients (DH, 2005). 
Supervision and consultation increasingly account for large proportions of clinical time and 
need to be subject to both research into effectiveness and also to methods of evaluation at 
local level. Ideally, assessment at the systemic, the dyadic and the individual level allows for 
a full picture of effectiveness and the value of these roles (Dixon and Dixon, 1993).
What needs to be measured?
In evaluating these tasks one is asking if the original goals have been achieved. The goals of 
supervision are that it should further the development of the supervisee and it should enable 
the supervisee to deliver an effective service to their client. Thus, in theory supervision 
should have an impact on client outcomes (Schoenwald et al, 2009). Von Korff et al, 
(1987) suggest that the effects of mental health consultation can be tapped by assessing 
client outcomes, the use of the service and the skills of the consultée in their future 
management of the chent.
Client outcomes
Current research has begun to look at change in client outcomes as a marker of the 
effectiveness of supervision and Bernard and Goodyear (2009) refer to this as the gold 
standard of supervision. A study by Bambling et al, (2006, cited in Bernard & Goodyear,
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2009) found that better outcomes were achieved for clients of psychologists who had 
received supervision compared to those who had not. This conceptualises supervision as a 
moderating factor in the therapist’s delivery of a service to the chent, and suggests that chent 
outcome is an indication of supervisor effectiveness.
Within the hterature on consultation, Bardon (1985) feels that it should be only the effect on 
the consultée that is measureable as an indirect effect of the intervention, as chent outcomes 
are linked to so many other factors. Medway and Updyke (1985) concluded from their meta­
analyses of consultation outcomes, that mental health consultation produced more consultée 
change than chent change. Bardon’s (1985) states that ‘the further from the consultée one 
moves in search of effects, the greater the complexity of variables which, in chain reaction, 
determine whether change takes place’ (Bardon, 1985, p.359-360). This assessment is 
important to consider when thinking also of the value of measuring chent outcomes for 
either consultation or for supervision.
Feedback and self appraisal
Evaluation of consultation, as an intrinsic part of the consultation process, should be 
introduced during the contracting phase and should take two forms; formative (throughout) 
and summative (at the end) evaluations (Parsons, 1996). Systematically gathered feedback 
about professionals’ personal experiences of the process of these tasks could be used for both 
forms of evaluation, but for supervision it may involve increased likehhood of bias 
(Gonsalvez & McLeod, 2008). I wonder if the perceived power differences in consultation 
may have an impact on the ratings in the same way. Self appraisals are also found to be 
biased and not highly correlated with objective ratings (Ward et al, 2002), however Ward 
and colleagues (2002) suggest that peer assessment is more accurate and can be used as a 
control for self assessment. Brown et al, (1991) discuss a number of measures which are 
useful for evaluating the process of consultation including satisfaction surveys for consultées
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and their own survey of Consultant Style (Brown et al, 1991, pp.332), although the 
psychometric properties of these are unknown.
There is a dearth of standardised rating scales for assessing chnical supervision which 
Gonsalvez and McLeod (2008) note is in contrast to most other areas of chnical psychology. 
The Manchester Chnical Supervision Scale (Winstanley, 2000) is a 36 item quantitative 
measure to assess effectiveness and is reported to have a high level of internal consistency 
and reliabihty (Winstanley, 2000). The importance of the working alliance (e.g. Bordin, 
1983) in creating effective interactions suggests that measuring it may give a summative 
evaluation of how effective the process has been (Parsons, 1996) although I wonder how 
meaningful the data gathered from this would be. As discussed previously, the supervisory 
relationship is an interaction between two people each with separate histories and 
experiences; it is difficult to see how the usefulness of such relationship could be quantified 
in a meaningful way. It seems that it is the responsibihty of each member of that 
relationship to provide mutual feedback throughout to aid its development and to reduce 
conflicts.
Use of the service
Clinical psychologists offering a consultation service should be prepared to use methods of 
audit and service evaluation. Regularly recording data such as the uptake and utilisation of 
the service would give an indication of how efficient it is and how much it is fit for the needs 
of the team. Milne and Oliver (2000) discuss the need for psychologists to be flexible in 
their provision of supervision and to consider the provision of group supervision as a more 
cost effect use of psychologists’ time, something always supported by the Department of 
Health (DH, 1998). However, if preference for individual supervision reduced uptake of the 
group then it would be less efficient; another reason to plan for regular service evaluations.
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Consultee/supervisee outcomes
For both processes one of the goals is to impart new skills. This is particularly so of trainee 
supervision and it has been suggested that to assess the effectiveness of supervision, one 
should measure the supervisees’ acquirement of metacompetencies such as self-reflective 
ability (Gonsalvez and McLeod, 2008). Brown and Schulte (1987) suggest that involvement 
in consultation produces changes in consultée self-efficacy, a measurable change.^
Competency levels
In an attempt to reduce the variance in standards of supervision, training for those who 
intend to supervise trainee Clinical Psychologists is advised (DCP, 2003) but it is not yet 
mandatory. Falendar et al, (2004) argue that supervisors, through training and supervision 
of supervision, should reach a number of competencies. Regular assessment of their abihties 
as a supervisor can then be made by ongoing evaluation of their ability to supervise others. 
A similar framework has been developed in Britain by the Care Services Improvement 
Partnership (CSIP), initially developed for the Improving Access to Psychological Therapies 
(lAPT) (Roth & Pilling, 2008).
I am aware that less has been discussed here about competence in consultation and this 
reflects the limited discussion in the current hterature and research about consultation skills 
training for Clinical Psychologists. In the 1990’s Brown (1993) argued for increased training 
for counsellors in consultation skills and outlined a list of competencies (pp. 143). More 
recently however. Lake’s (2008a) facilitative model of consultation reframes the way 
consultation is perceived to one of a non-expert role that newly qualified psychologists are 
capable of providing, by drawing on the same skills of formulation used in therapy work. 
However, he suggests that chnical psychology training should include increased awareness 
of models of consultation and ‘common traps and pitfalls’ (Lake, 2008b, pp. 15). It is
 ^ See Maurer & Andrew s (2000) for a review  o f  three m easures o f  se lf  efficacy.
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suggested that evaluation of one’s practice in using such a model should be by peer 
supervision and through ‘structured observations’ by a supervisor (Preedy, 2008, p.27).
Conclusion
A number of similarities between supervision and consultation have been highlighted. Both 
roles require the development of specific relationships with professional boundaries and aim 
to reach similar goals. However they differ in the way that the roles are conceptualised, 
practised and evaluated. A notable difference is the current focus of discussion regarding the 
level of training believed to be required for performance of these roles. Key differences in 
the interactions have been highlighted as the responsibilities held, the nature and 
development of the relationships and the power differences at play.
Systematic evaluation of these roles at the individual, dyadic and systemic levels is called for 
as part of the NHS commitment to clinical governance and as part of Clinical Psychologists’ 
responsibility to be accountable and to justify the value of their roles. The intention and 
willingness to monitor one’s own practice and a multiple approach to evaluation is required 
to address each of these areas; including assessments of efficiency, client and 
consultee/supervisee outcomes, as well as peer and self ratings by both party members of the 
process. As training courses become more competency based, more standardised evaluations 
of supervisor and consultant competence will be available and will allow an assessment of 
ongoing development and learning needs as part of Continuing Professional Development. 
Supervision of supervision and willingness to be assessed post qualification at regular 
intervals will increase the effectiveness of supervision beyond that delivered through clinical 
experience alone (Majcher and Daniluk, 2009).
Although I have found the exploration of the theory behind these roles complex at times, I 
feel have a much better understanding of the processes involved in managing specific
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professional relationships. As a trainee I am in a fortunate position of being able to observe 
the supervisory and team practices of a number of different MDTs; these experiences 
together with the time spent reflecting on the theories above has impressed on me the 
importance of taking opportunities, during training and beyond, to develop skills to be able 
to deliver both of these roles when qualified.
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Problem Based Learning Reflective Account One 
The Relationship to Change 
The original problem
The original problem was to discuss the topic ‘The relationship to change’ within newly 
formed personal and professional leaming and discussion groups (PPLDG) and to develop a 
presentation for the rest of the cohort after 6 weeks.
Group formation
The group to which I belong met for the first time at the end of a very tiring and, for me, 
emotionally charged first day of the course. I was aware prior to the start of the course that I 
would be a member of a smaller group which would continue throughout the three years and 
be an arena for discussing clinical work. I was looking forward to the first meeting although 
I had anxieties from the start about how I would relate to my group and whether I would 
work well with them. I realised that other members of the group felt similarly and to begin 
with it seemed that we were all working tentatively in an attempt to be diplomatic and polite. 
On my clinical placement I work within a Community Mental Health Team (CMHT) where I 
currently co-facilitate a therapy group. I had started this therapy group only a few weeks 
after the first PPLDG meeting and I noticed that members of the therapy group disclosed 
feeling similar anxieties about working with new people. This made me consider the amount 
of motivation it must have taken the therapy group members to attend especially knowing 
that they would have to disclose personal and emotive information unlike for me in the 
PPLDG.
My anxieties increased with the introduction of the problem based leaming (PEL) task. I had 
not worked in this way before and I struggled to grasp what the topic title meant, what was 
expected of us and the role of the facilitator. The latter seemed especially confusing as they
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were unable to guide us much in the initial stages when I felt we most needed direction. 
However in retrospect I think that as a group we coped well with this and managed to 
establish the limits to the input that could be offered by the facilitator early on so that we 
could proceed at our own pace. We worked well in the first session allocating roles of 
‘Chair’ and ‘Scribe’ as directed. I was conscious of not wanting to draw attention to myself 
until I had had a chance to observe others in the group but I also wanted to contribute equally 
to the group and this was a concern that continued over the following weeks.
Group processes
Or group sessions settled quickly into following a regular structure; allocating homework, 
presenting this at the following meeting, followed by discussions and brainstorms that were 
fruitful and productive. I very quickly felt comfortable and secure working in the group and 
trusted that the other members would complete their allocated task and contribute. I felt 
listened too and at the time I felt that I was listening to other’s ideas fairly although I was 
surprised to hear, following the presentation that some members of the group had not felt 
that their ideas had been considered. I was saddened by this as I had believed that we had 
quickly reached a point at which members could speak out if they had not felt heard. This 
suggests to me that I need to be more mindful that others may not have reached similar 
conclusions.
The development of an original idea for a presentation evolved naturally over several weeks. 
I was pleased that I suggested an initial presentation structure and from this, further ideas 
developed. The end result was very different from my original suggestion and I do not feel 
that this negates the contributions that I made.
In Tuckman’s (1965) theory of group development, groups are considered to proceed 
through a series of stages from ‘forming’, where group members meet and develop goals and
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strategies. This is then followed by ‘storming’ in which there is competition of ideas and 
occasionally conflict. Resolution of this stage is named ‘norming’ in which the group learns 
to work together and the final ‘performing’ stage is that at which the group is able to 
function effectively as a unit (Tuckman, 1965). During the task and after having seen other 
group’s presentations which focused more directly on group processes, as a group we were 
conscious of our experience of these stages. Discussions following the task have centred on 
why we had not entered the ‘storming’ phase but had succeeded without conflict to produce 
a presentation. There is some agreement that we were particularly task focused from the first 
meeting onwards. Following my initial anxieties and confusion with the task in the first week 
I certainly appreciated the structure that working towards a common goal gave us. I am 
aware of frustration that I felt towards different members of the group at different points 
during the task including concerns that they were not grasping the task as quickly as other 
members. On another occasion I had a specific piece of writing to complete with another 
member of the group and I found it frustrating to write in this way. Fortunately I felt able to 
openly discuss this and we both agreed a more effective way of working that suited both of 
us. I wonder if other members of the group had similar experiences and were able to resolve 
possible points of conflict as they occurred. Conversely, I feel that I may have tolerated and 
managed some feelings of annoyance towards other members; if the rest of the group had 
done the same then conflict has been avoided but without resolution. This was perhaps due 
to our task focused, rather than group focused, approach.
Presentation
Our presentation focused on application of the stages of change model (Prochaska & 
DiClemente, 1983) (see figure 1) to explore an individual’s process of identifying a need, 
and then seeking help, for a mental health problem. We also considered how the factors 
involved in this process for an individual, such as cultural, social and political influences.
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may have changed over time, specifically from the 1980’s to the present day.
Figure 1: Transtheoretical Stages o f  Change
Pre-
contemDlation
Maintenance Contemplation
Action Preparation
I found it useful to consider the factors that might be involved in an individual moving from 
pre-contemplation to contemplation by becoming aware of an emotional problem that they 
are unable to manage alone; and then beginning to make plans to gain the support that is 
needed. I think that my awareness of these factors has allowed me to include this as part of 
my own psychological assessments with service users that I am working with on placement. 
A good understanding of the motivation that has brought them to consider and then actively 
seek help through their doctor allows me to assess how ready they may be for therapy 
interventions and for making further changes in their lives. It is only through my clinical 
work that my understanding of this model of change has grown to incorporate an 
appreciation that individuals do not always reach each stage smoothly; that they may move 
backwards at times. It appears to me that people’s expectations of therapy and what it will 
entail may not be realised and this may cause individuals who were previously in the 
preparation to action stage, to return to the contemplation stage. Alternatively, an individual 
may experience pressure from carers and family members to seek help when they personally
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do not feel ready to make changes. There is some research to show a correlation between the 
stage of change an individual is in at the first session and both therapeutic alliance and the 
Hkelihood of them returning for the following appointment (Principe, 2005). For my chnical 
practice this means that I need to properly assess what stage a service user is at when they 
first attend and to explore their expectations for therapy early on.
I am currently working with service users who experience eating distress. It is noted that 
people with eating disorders demonstrate a high level of ambivalence about therapy 
(Fairbum et al, 2007). This is something that I have encountered in my clinical practice. 
Although a service user I was working with had apparently reached the preparation stage and 
had chosen to seek help from mental health service as they were not coping alone; they have 
since demonstrated ambivalence about the need to make changes to their lifestyle. On 
reflection, I need to re-evaluate with them their goals for therapy to include a move from 
contemplation for change, to preparation to change. It may be that in the hmited time 
available, that progress is the only achievable goal for therapy at this stage.
Personal change
I feel that my own experience of change from a graduate mental health worker to a trainee 
clinical psychologist has been a gradual one, which may continue through out my training. 
The skills that I learnt in my previous employment have been invaluable to me in my current 
clinical placement but I am conscious, through discussions with my supervisor and through 
lectures, of the need to adapt to a more sophisticated way of working. For instance, I have 
long been familiar with the Cognitive-behavioural model of depression in adults but the way 
that I now apply this model and use it to formulate with clients is quite different and much 
more collaborative.
57
At the start of the PEL task I was anxious and concerned about wanting to contribute fairly 
to the group work load. Over the six weeks, I increased in confidence and felt comfortable 
offering ideas and taking constructive criticism from other group members. I feel that this 
change is also reflected in my role within the larger group of the cohort and mirrored again 
in my role in my placement CMHT. Although I have not, at this point, reached the same 
level of confidence in these larger groups, I feel that this change will continue to evolve over 
the next few months to map that of my PPLDG.
The topic of relationship to change has been beneficial in allowing consideration of change 
in service user’s on placement as discussed previously but also to consider my own personal 
recent relationship to change and its continuous nature. Being able to reflect in this way, on 
the task, the group processes and change on placement has allowed me to re-evaluate and re­
visit previously considered experiences in a new light and to learn from them again.
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Introduction
The Problem Based Leaming (PBL) task, introduced at the start of the second year, was to 
develop a group presentation demonstrating a consultation on how the effectiveness of 
Improving Access to Psychological Therapies (lAPT) could be assessed. Unlike the first 
year PBL, that had been carried out within Personal and Professional Leaming and 
development groups (PPLDG), this year’s was developed in new groups of second and third 
years, allocated by the programme team. We had six weeks to plan and to meet, outside of 
our timetabled lectures, before presenting in front of our peers.
Initial Thoughts
When the task was introduced I was relieved to find that the guidelines for the PBL were 
clear and direct in comparison with the first year’s vague ‘Relationship to Change’.
I was initially disappointed and unmotivated by the topic of discussion. I felt that much of 
our lectures had focused on LAPT and its likely impact on us as future clinical psychologists. 
This lack of motivation appeared to be shared by my group when we met and there was 
concem about the amount of input required for a piece of work that could not be prioritised 
over other academic demands, present for both second and third years.
I noticed how different this was from the first year PBL. I remember being very keen and 
eager to impress my new PPLDG on the first day of the course and, as a group, we were very 
task focused and motivated to complete our first piece of work well. This year the need to
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prove ones self no longer seemed present, but with this I also felt that I could trust each of 
the group members, and myself, to contribute what was required; I wonder if this was a 
shared, unspoken understanding.
The Group Process
As a group we met in total about four times; our shared belief that this was not a task that we 
could prioritise led to succinct discussions and easy delegation of tasks between meetings. 
There was a clear progression of ideas that moved from choosing a focus for presentation to 
developing a method of presenting.
Following introductions, we discussed our thoughts on lAPT and it was clear that there were 
some strong negative feehngs about the policies and services that have been implemented. 
The group was diverse in its knowledge and experience of lAPT services, but it appeared 
that there was a consensus that lAPT was innately flawed and posed a threat to the jobs of 
chnical psychologist. During the next meeting one member, who was involved in the 
creation of lAPT services, managed to find the courage to voice a different opinion, about 
her positive experiences of working for lAPT. This enabled us as a group to broaden our 
discussion and we later were able to explore in more detail what the role of clinical 
psychologists could be within lAPT services. Although it was not acknowledged in our first 
meeting, I wonder now, if our focus on the negatives of lAPT was due more to a 
defensiveness and fear we had as a group about the possible loss of job roles we may have 
held prior to the inception of lAPT.
My own initial views about lAPT were negative but not fully formed. We agreed to each 
read about the theories behind lAPT, the findings from the pilot sites, and the arguments 
about its effectiveness. To my surprise I found that I enjoyed doing this and developed a
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greater understanding of the more complex issues faced by those developing and working 
within a mental health service that now incorporates lAPT.
On reflection, I automatically appraised the third years as senior to me because of the point 
of training that they had reached, regardless of how similar our ages and previous 
experiences were likely to be. I felt happy to be lead by them with regards to decision 
making and the amount of work that was expected to be contributed by each member. This 
reminded me of my experience of forming a group for the PBL task with undergraduate, 
dietetics students last year. They were initially very reticent to initiate or develop discussion, 
whereas I had felt very comfortable taking a lead and encouraging other group members, 
perhaps because their behaviour suggested that they expected my colleagues and I to adopt 
the role of the more ‘senior’ members of the group.
This has allowed me to reflect on the reciprocal roles (Ryle & Fawkes, 2007), that as 
professionals, we are called on to play. It has long been documented that indications of 
professional status can be interpreted as authority and affects the behaviour of others (e.g. 
Milgram, 1963). Earlier on, in my leaming disabilities placement, I felt self conscious about 
visiting a client’s home to talk with their paid carers. I thought that my lack of competence 
would be apparent to all; however, describing myself as a trainee clinical psychologist was 
enough for the carers to behave towards me as if they accepted, and tmsted, my professional 
status. I think that this has made me consider, in a new light, the importance of ethical 
practice and not taking advantage of the tmst that people readily place in health care 
professionals; in part by maintaining a self awareness of one’s own hmitations of knowledge 
and practice, seeking supervision and training as appropriate.
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Personal Contributions
I felt that I contributed well both to discussions and to the presentation although I was 
conscious of often having the dissenting voice. Several members of the group wanted to 
leave sections of the presentation to be improvised on stage, and these sections were to 
involve humorous banter ad libitum. I was uncomfortable with this but I was also conscious 
that if I sat silent through this section of the presentation that I would not be contributing and 
would be letting the group down. So instead I continued to speak up against this idea and 
made alternative suggestions such as scripting. On the final meeting it was agreed that the 
group would not include this particular section. I was aware that this was an unpopular 
decision mostly led by me, however, I was pleased to note that I was not upset by this; 
previously I would not have had the courage to continue arguing against a majority.
Leaders and managers within the NHS have to make decisions that affect other staff and may 
not be popular, but that ultimately lead to improvements for team members and for service 
users. Clinical Psychologists working in multidisciphnary teams (MDT) in which the 
medical model is the dominant discourse may often find themselves a lone voice offering an 
alternative perspective; just as one of our group members found the courage to offer a 
positive opinion of lAPT after our second meeting.
On placement I was aware of other examples in which chnical psychologists required the 
ability to challenge outdated beliefs. Referrals to community services for leaming disability 
often request an assessment of a service users ‘challenging behaviour’^ ; the discourse about 
chaUenging behaviour suggests that the problem is clearly situated in the service user rather 
than in the system around and including them. The implicit expectation in the referral is that 
psychologists will help the service user to change their behaviour. I think it requires skill to 
diplomatically and sensitively communicate assessment results that suggest the behaviour
See Em erson (2001) for a full definition
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may be the service user’s way of expressing an unmet need and that it may be inadvertently 
being maintained or exacerbated by the response from family or carers.
The presentation
The group decided to explore the array of opinions that possible stake-holders of lAPT 
would have, of how to measure the effectiveness of an lAPT service. We planned to deliver 
this in a hghter form by enacting an episode of Radio 4’s Just a Minute quiz show.
We researched, through reading articles and through contacting friends and past colleagues, 
the possible opinions of an LAPT course director, a service user who had a positive 
experience of an lAPT service, a government minister, a service user who had had a negative 
experience, a service manager for a service that had taken on the LAPT model and a trainee 
clinical psychologist. We hoped that this would give a broader view than simply evaluating 
the efficacy of the outcome measures employed by LAPT. Through my own reading and 
through discussions in the group I became more aware of the outcomes cited by the recent 
pilot sites in Newham and Doncaster (Clark et al, 2008). A review of the findings reported 
various measures including through-put of the service and increases in employment of the 
treated population (Clark et al, 2008). These particular outcomes were linked to the original 
aims for the service model of the Layard report; effectively a cost- benefit analysis of 
funding increased access for treatment of mild-moderate anxiety and depression to reduce 
demand on incapacity benefits (London School of Economics, 2006) and would perhaps be 
considered the outcomes most attractive to government ministers, commissioners and to 
service managers. Other outcomes discussed in the initial findings included psychological 
benefits and recovery rates (Clark et al, 2008), important for perhaps service users and 
individual therapists.
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Different stake-holders in any service are hkely to have different priorities and agendas that 
influence their decision making (Margison et ah, 2000). During my experience on 
placement, as a member of a community MDT for people with leaming disabilities (LD), I 
began to understand the influence of the wider networks surrounding each service user, often 
including paid carers and residential home staff as well as the nuclear family (Fredman, 
2006). The MDT in which I work is an integrated team of health professionals and social 
services. Psychologists in the service are attempting to model a new service format in which 
there is a move away from relying on Intelhgence Quotient (IQ) as a measure for whether a 
service user and their family can access support from the LD team. This is in line with 
Valuing People Now (Department of Health, 2009), a government strategy to increase 
access, for people with leaming disabilities, to community services. However, social 
services in the team in which I work offer social care funding and use IQ as method of 
decision making, with people below a specific IQ receiving funding and those above not 
receiving funding. I notice that it was then unavoidable that different staff and family 
members would have differing agendas when requesting that I assess a client’s cognitive 
abilities, and that these may all be different again form the client’s own wishes.
Personal development
Writing this account has allowed me to reflect on changes I have made since the since the 
first year PBL. As noted previously I did not feel the need to have to prove myself and my 
right to be on this course as I did during the initial meetings of the first year task with my 
PPLDG. I was pleased to see that I was much less nervous about the actual presentation; the 
prospect of public speaking has often left me anxious and yet I have had several chances 
both on placement, and at university to present in different formats over the past eighteen 
months and feel that I have developed in confidence and in skill. I was pleased to find on 
joining the group for this task that I felt more at ease contributing my own opinions to the 
group readily; there have been many opportunities on placement to work within teams.
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usually established, leading to a need to be confident in speaking out and getting my own 
ideas and interests across. I think that these developments will stand me in good stead for 
working once qualified.
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Personal and Professional Learning Discussion Group 
Process Account I -Year One
Summary
Following the Problem Based Learning exercise (PEL) the Personal and Professional 
Learning Discussion Group (PPLDG) to which I belong has continued to develop and to 
adapt to play a useful role. In reconsidering the group’s development it has been useful to 
reflect on why we appeared to have avoided a stage of conflict, predicted both by Tuckman 
(1965) and by Yalom (1985) in their models of the stages of development. It appears to me 
that conflict has been present over the past year but that the group has not reached a stage at 
which it feels safe to challenge each other and explore it.
The structure and the roles of the group have constantly been renegotiated over the year. 
Important roles of the group for me include as a way of sharing resources and as safe way of 
exploring difference, for instance in culture, ethnicity and experiences of parenthood. The 
PPLDG discussions have allowed me to assess that my level of learning is alongside my 
peers; seeking reassurance in this way has also been a role of the group both to me and to 
other members although there is some awareness in the group of not using it as personal 
supervision. Group discussions have furthered my knowledge and awareness of the 
experience of belonging to NHS teams and to the purpose and provision of clinical 
supervision following qualification.
Tuckman, B. (1965). Developmental sequence in small groups. Psychological Bulletin. 
63(6), 384-99
Yalom, I. (1985). The theory and practice of group psychotherapy. Basic Books Inc. 
Publishers. New York.
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Personal and Professional Learning Discussion Group 
Process Account II -  Year Two
Summary
The role and structure of the Personal and Professional Learning and Discussion Group 
(PPLDG) to which I belong has continued to develop during my second year. This has been 
facilitated by a number of factors including a change in group facilitator and the introduction 
of reading seminars. The affects on the group of the gain and loss of group members was 
discussed. This allowed for reflection on the affects of frequently changing trainee and 
student staff on staff teams. The group has moved from a focus on individual group 
membership and development, to a focus on the role of Clinical Psychologists (CP) in teams 
and in the NHS.
Suggested articles for reading discussed leadership and innovation in team; the PPLDG 
group benefited from discussions on this in relation to the different placements that group 
members were in. This prompted my own reflection on what my roles would be in the near 
future as a qualified Clinical Psychologist working in a frequently changing NHS.
The group discussions have increased my confidence on an individual level at celebrating 
my successes and have increased my awareness of a professional responsibility to raise the 
profile of the work of Clinical Psychologists at team and trust level.
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CLINICAL DOSSIER
71
Overview of Clinical Placements
Adult Mental Health
During this placement I was based in a Conununity Mental Health Team but also worked for 
several months in an Assertive Outreach Team and an inpatient unit.
Clinical Work: I worked with male and female chents aged from 18 to 65 years old who 
were experiencing anxiety, depression, psychotic symptoms, obsessive-compulsive disorder 
and eating disorder. I gained experience in the use of standardised outcome measures in 
therapy. I was involved in Care Programme Approach (CPA) meetings and assessed and 
monitored client risk jointly with other professionals. I formulated collaboratively with 
clients applying cognitive and behavioural theory plus attachment theory to develop and 
deliver appropriate interventions during the course of this placement.
Group Work: I co-facilitated a cognitive behavioural group for CMHT clients with 
depression and anxiety. I also attended and contributed to AOT and CMHT carers’ groups. 
Service Development: I conducted a service evaluation to determine the level of client 
satisfaction with the service and reviewed methods of assessment of satisfaction.
Teaching and Presentations: I gave a presentation on Cognitive Behavioural Therapy to the 
CMHT carers’ group and also delivered a workshop on the use and efficacy of self-help and 
Bibliotherapy for the CMHT staff.
Learning Disabilities
I was based in a Community Team for People with Learning Disabilities.
Clinical Work: I worked with males and female clients with learning disabilities 
experiencing anxiety and depression, adjustment to bereavement, obsessive-compulsive 
disorder and behaviours that were challenging to carers. I undertook a functional analysis of 
a client’s behaviour in conjunction with residential home staff. I worked directly and
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indirectly with clients, liaising and making recommendations to residential staff and family 
members. I used cognitive-behaviour therapy, psycho-education, behavioural programmes 
and narrative therapy work. I also was a member of the reflecting team for the service 
family therapy clinic.
Group Work: I adapted and co-facilitated a psycho-educational wellbeing group based on 
the principles of positive psychology.
Service Development: I conducted a service audit of the Challenging Behaviour care 
pathway and made recommendations for improvements.
Older adults
I was based in an Older Peoples Community Mental Health Team.
Clinical Work: I worked with male and female clients aged from 64 to 85 years old who 
were experiencing depression. Post Traumatic Stress Disorder, memory problems and 
difficulties adjusting to chronic health conditions. I undertook extended cognitive 
assessments with three individuals, two of which contributed to a diagnosis of dementia. I 
used cognitive-behaviour therapy, psycho-education and behavioural programmes during the 
course of this placement. I also worked indirectly with staff of a nursing home to formulate 
and facilitate understanding of the behaviours of a distressed resident.
Group Work: I developed and facilitated jointly with an occupational therapist a psycho- 
educational and carers group for those who care for people with dementia.
Teaching and Presentations: I gave a presentation on use of neuropsychological 
assessments to the multidisciplinary staff team. I also presented a PTSD case for team 
discussion.
Child and Adolescent mental health
I was based within a Tier 4 Child and Adolescent Mental Health inpatient unit. Urgent Help 
Service and a Tier 3 Child and Adolescent Mental Health Community Team.
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Clinical Work: I worked individually and systemically with male and female clients aged 
from 7 to 18 years old who were experiencing anxiety, eating disorders, difficulties adjusting 
to bereavement and PTSD. I undertook cognitive assessments as part of an assessment for 
Autistic Spectrum Disorders. I carried out school observations and liaised with teachers and 
school support workers as part of my assessment process. I used cognitive-behaviour 
therapy with young people and their parents during the course of this placement.
Group Work: I co-facilitated a systemic parent group for those with children who have 
eating disorders; this was based on a skills based model by the Maudsley eating disorder 
service.
Teaching and Presentations: I gave a presentation on Attachment and Mentalization to 
members of the inpatient staff.
Specialist Placement
I was based in an Early Intervention in Psychosis Service for the specialist third year 
placement.
Clinical Work: I worked with male and female clients aged from 14 to 35 years old who 
were experiencing first episode psychosis and Bi-polar disorder. I used cognitive-behaviour 
therapy, family work for psychosis and also supported clients with relapse prevention plans 
during the course of this placement. I was able to offer consultation to team members, 
informally and through participating in team formulation meetings.
Group Work: I co-facilitated a psycho-educational family group for relatives of EIS clients. 
Teaching and Presentations: I organised and co-facilitated a presentation from an outside 
speaker for the staff of the West Sussex EIS on Learning Disabilities and Psychosis. I gave a 
short presentation on Postpartum Psychosis to the EIS team in which I was based.
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Clinical Case Report Summaries
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Sum m ary o f A dult M ental H ealth  C ase R eport I
Cognitive Behaviour Therapy with a man in his fifties with anxiety and
panic
This client was referred to a conununity mental health team following 29 years of panic. 
This anxiety had increased recently due to the sale of his business. He had coped with this 
fear by avoiding driving and using safety behaviours such as always carrying water. He was 
dependent on his wife to support him.
The clients anxiety was formulated with reference to a cognitive-behavioural model of panic 
disorder as recommended by NICE. This indicated the development of the client’s anxious 
beliefs and gave an explanation for how the anxiety was maintained by his avoidance 
behaviours.
The client was offered a 12 session intervention with two overlapping phases. The first 
focused on psycho-education from which he was able to increase physical activity levels and 
develop a greater understanding of panic. During the second he developed behavioural 
experiments that enabled him to tolerate his anxiety. He developed a graded exposure 
hierarchy in session to reduce avoidance and was supported in executing this task by a 
weekly visit from a support worker.
Outcomes were measured with standardized questionnaires and behavioural ratings of 
anxiety. He made some progress in reduction of safety behaviours. Engagement was 
difficult for this client; this was explored in depth during supervision and in discussion with 
the client. This case allowed for development of CBT skills, reflection on maintaining a 
therapeutic alliance and the role of psychologists in teams.
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Sum m ary o f A dult M ental H ealth  Case R eport II
A neuropsychological assessment o f a man in his thirties presenting with
memory problems
This client was referred to a Community Mental Health Team following the onset of a 
second episode of depression. He was referred for a neuropsychology assessment to 
explore subjective impairment of memory and attention that was affecting his work 
and home life. His psychiatrist was concerned that his memory had not improved 
following improvement in mood.
The literature regarding cognitive impairments expected in people who are depressed and 
people with early onset dementia was reviewed. Depression is associated with reversible 
deficits in episodic memory, particularly with abilities for recall and recognition. It was 
found that depression is more strongly associated with self-reported memory impairment, 
than with objective impairment. It was hypothesised that the findings from cognitive 
assessments would find objective cognitive deficits and that it would match the 
neuropsychological profile expected during depression.
The client’s attended two assessment sessions and a feedback session. He completed a test 
of premorbid functioning, and test of overall cognitive ability and a memory scale. He also 
completed a measure of mood and a behavioural assessment of prospective memory. The 
findings showed no evidence of objective cognitive impairment or memory dysfunction. The 
effects of depression on self-efficacy were considered and his reported impairments were 
discussed in terms of a cognitive health anxiety formulation. Recommendations, involving 
his care co-ordinator and his wife, were made for future support.
77
Sum m ary o f L earning D isabilities Case R eport
An integrated Systemic and Cognitive Behavioural Therapy with a 
man with an Autistic Spectrum Disorder presenting with low mood
and anxiety.
This client was referred to a community team for people with learning disabilities. He was 
observed to maintain strict routines including several rituals but his carers were concerned by 
an increase in his obsessional behaviours and low mood.
The clients anxiety was formulated with reference to a cognitive-behavioural (CBT) model 
of obsessive compulsive disorder as recommended by NICE. This indicated the 
misinterpretation of the client’s anxious beliefs and gave an explanation for how the beliefs 
were reinforced by consequent coping behaviours. Six intervention sessions were available 
to the client and a CBT intervention, increasing awareness through formulation and finding 
alternate coping strategies was planned. The client found the CBT model difficult and it was 
noted that the therapist, client and carers were drawn into focusing on the clients worries, 
with little focus on the client’s sense of self.
This new information was included in a reformulation, integrating a narrative approach that 
took into account the client’s relationships with his significant others. The following 
intervention aimed to move away from the problem saturated narrative by helping co­
construct a richer, positive narrative about the client, witnessed by his carers, that considered 
him in his social context and background.
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Carers reported a lift in mood and change in their own perception of the client. This case 
allowed for a development of narrative practice and a greater awareness of working 
systemically.
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Summary of Older People Case Report 
Oral Presentation of Clinical Activity
Integrating psychodynamically informed supervision and a Cognitive Behavioural
Therapy intervention
The oral case report gave an opportunity to reflect on my development as a trainee over the 
past two years of training. Opportunities on placements have led to an improvement in 
practical therapy skills as well as team work and teaching skills. I have learnt to apply 
psychological theories, such as those relating to cognitive and behavioural psychology, 
attachment theory and schema therapy models, to collaboratively create integrative 
formulations and to guide interventions. My learning has been facilitated through 
supervisory relationships. Observing and working alongside different supervisors has taught 
me different approaches to therapeutic work. My recent supervisor encouraged an 
exploration of psychodynamic theories regarding the therapeutic relationship and 
unconscious communication.
This case of client work was chosen to illustrate some of these areas of learning, as it 
required the use of more advanced Cognitive-Behavioural Therapy (CBT) techniques and 
was an integration of CBT with a psychodynamically informed supervision.
Sandra Smith was referred to an Older Peoples Community Mental Health Team by her G.P.. 
She had been experiencing twelve months of flashbacks and intrusive memories of a 
traumatic event she experienced forty years ago and was struggling to cope by either 
avoiding or ruminating on her thoughts about her involvement in the event.
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She was assessed jointly by me and the team clinical psychologist. A collaborative, 
cognitive-behavioural understanding of her presentation was formulated together with a 
wider formulation of the effects of her early attachment experiences on her later relationship 
patterns. A CBT intervention for Post Traumatic Stress Disorder (PTSD) was planned in line 
with the Diagnostic and Statistics Manual, Fourth Edition (DSM-P/) criteria for PTSD and 
the NICE guidelines. The three stage model discussed by Ehlers and Clark (2000) was 
applied. Sandra was required to re-live her traumatic experience in session and attempts were 
made with her, to cognitively restructure her memories and appraisals of the event.
Through supervision, I was able to consider the possible unconscious communication, such 
as the transference and counter^transference between Sandra and I. Attending to this led to a 
greater appreciation of Sandra’s wish to avoid and conflict in wanting to continue with 
therapy but finding it uncomfortable. This aided the ongoing formulation and. helped to 
maintain the therapeutic relationship and engagement with therapy. This case also allowed 
for a reflection of the use of metaphors as a method of communicating in a less threatening 
and less direct way. The dilemma in therapy was whether changing the therapy model could 
be considered as colluding with avoidance or responding to client’s ability to manage 
therapy. This was explored through more direct communication in a review of the therapy 
goals.
As well as offering a new experience of supervision, this case led to the increased awareness 
of the importance of balancing applied psychological theory with guidance on evidence 
based practice and client need.
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Summary of Specialist Placement Case Report
A systemic approach to assessment and formulation with a woman in 
recovery from puerperal psychosis
This client was referred to an Early Intervention for psychosis Service (EIS) following 
symptoms of psychosis that began after the birth of her second child. Residual symptoms 
included increased anxiety, irritability towards her children, poor memory and low 
confidence with parenting skills.
Assessment of the client’s problems identified relationship conflict with her family of origin 
that she felt were affecting her current relationships with her children. It was this that was 
chosen as the focus of therapy in line with NICE (2009) guidance for interventions for 
psychosis and with NICE (2007) guidance for postnatal mental health that recommends 
attention to the family work in promoting and maintaining recovery. Although an early 
formulation was attempted within a cognitive behavioural therapy framework it was deemed 
more useful to reformulate and continue the assessment within a systemic approach.
The client attended three assessment sessions and two therapy sessions and the work was 
ongoing at the time of writing of this case report. Systemic approaches to intervention 
including the importance of progressive hypothesising and interventive interviewing were 
reflected upon as well as the value of systemic supervision.
A reformulation within the attachment narrative model was considered as a useful way of 
synthesising complex information by drawing on developmental theories, such as models of 
attachment, as well as considering cultural beliefs.
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RESEARCH DOSSIER
83
Research Log
y1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and 
literature search tools
3 Critically reviewing relevant literature and evaluating research methods
4 Formulating specific research questions
5 Writing brief research proposals
6 Writing detailed research proposals/protocols ^
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
8 Obtaining approval from a research ethics committee
9 Obtaining appropriate supervision for research
10 Obtaining appropriate collaboration for research
11 Collecting data from research participants
12 Choosing appropriate design for research questions ^
13 Writing patient information and consent forms
14 Devising and administering questionnaires ^
15 Negotiating access to study participants in applied NHS settings
16 Setting up a data file ^
17 Conducting statistical data analysis using SPSS
18 Choosing appropriate statistical analyses
19 Preparing quantitative data for analysis
20 Choosing appropriate quantitative data analysis
21 Summarising results in figures and tables ^
22 Conducting semi-structured interviews ^
23 Transcribing and analysing interview data using qualitative methods
24 Choosing appropriate qualitative analyses ^
25 Interpreting results from quantitative and qualitative data analysis ^
26 Presenting research findings in a variety of contexts ^
27 Producing a written report on a research project ^
28 Defending own research decisions and analyses ^
29 Submitting research reports for publication in peer-reviewed journals or edited ^
book
30 Applying research findings to clinical practice
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Qualitative Research Project
An exploration of trainee Clinical Psychologists views of leadership
Abstract
July 2009 
Year One
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Qualitative Research Project
“An exploration of trainee Clinical Psychologists views of leadership”
New Ways of Working highlights leadership as a major challenge for clinical psychologists. 
The profession is considered able to meet this challenge but individual ability and 
willingness varies. The researchers identified a lack of research into the awareness of 
leadership amongst those entering the profession. This study takes a qualitative approach 
using thematic analysis to explore trainee clinical psychologists’ understandings of and 
aspirations for leadership roles. Semi -structured interviews were conducted with four 
participants half-way through their professional doctorate training. Interviews focused upon 
understandings of and aspirations for leadership. Interviews were recorded and transcribed 
and analysis aimed to capture the variety of information across the dataset. Quality and 
credibility of the research was achieved by agreeing a realist/essentialist approach to analysis 
at the outset, collecting and analysing data in a systematic and rigorous manner, and being 
aware of the impact of the researchers’ own views, given their position as trainee clinical 
psychologists on the same course as participants. The researchers reflected how the nature 
of collaborative research potentially reduced this impact. Themes identified from the data 
were clinical psychologists as leaders in teams, uncertainty in the profession and lack of 
preparedness. Discussion focused upon leaders in teams, the disparity between experience 
and requirement, and recommendations for future course content. Thematic analysis was 
considered an appropriate method for an initial exploration of this topic. However, further 
research using discourse analysis may provide a more detailed understanding of the meaning 
of leadership as it develops.
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Service Related Research Project
An evaluation o f  user satisfaction o f local Community Mental Health 
Teams and a Specialist Psychological Therapies service.
July 2009 
Year One
Word Count: 2912
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Abstract
Objective To evaluate the results from a satisfaction survey to gain an indication of how 
satisfied service users were with psychology within Community Mental Health Team 
(CMHT) and Specialist Psychology Therapies (SPT) services. This was done as part of the 
services’ commitment to achieving clinical governance standards.
Setting Four CMHTs and an SPT, staffed by 17 clinical and counselling psychologists and a 
psychotherapist, based within an NHS mental health trust.
Participants Service users who had completed the self-report survey were between the ages 
of 18-65 and at the time of referral had been experiencing complex or enduring mental health 
problems. All had been offered an assessment; some were then offered individual or group 
therapy and at the end of their intervention were given the satisfaction survey. 140 surveys 
were evaluated.
Analysis Non-parametric comparison tests were used to assess if factors such as type of 
psychologist seen, intervention given or team type affected overall satisfaction in service 
users.
Results The majority of service users reported that they felt satisfied overall with the service 
they received. Scores of overall satisfaction were found to correlate with other items of the 
survey. Overall satisfaction scores did not differ according to team, therapist or intervention 
received.
Conclusions Although positive, these results need to be considered in light of known 
response biases in satisfaction questionnaires, the limitations of the satisfaction survey used 
and the lack of clarity over the concept of satisfaction.
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Introduction
Clinical and counselling psychologists, who work within community mental health teams 
(CMHT) and those of the Specialist Psychological Therapies (SPT) team of a National 
Health Service (NHS) mental health trust, are required to collect feedback from service users 
regarding their satisfaction with the service they have received. Feedback was collected via 
an idiosyncratic questionnaire, named the User Satisfaction Survey (USS; see appendix A) 
over the past four years. The data was reviewed visually by management of the SPT but 
they requested that the data be more formally evaluated to allow for greater insight into 
factors affecting satisfaction of users.
Clinical Governance and User Satisfaction
The Department of Health paper ‘A first class service: quality in the NHS’ (Health Services 
Circular, 1999) introduced a new emphasis on structured clinical governance in the NHS. 
From this, five areas of focus were identified as clinical audit, effectiveness, risk 
management, quality assurance and staff/organisation development (Department of Health 
(DOH), 1998). The importance of increasing the voice of service users in each of these areas 
was raised (DOH, 2001). Following the NHS Act 2006 organisations such as the National 
Centre for Involvement (NCI) and Local Involvement Networks (LINks) have been created 
(NCI, 2009).
Service user feedback was increased with the introduction of the National Survey of Patient 
and User Experience, the aim being to ‘provide systematic and comparable information on 
patient and user experiences’ (HSC, 1999). Service user satisfaction makes up a small part 
of this exploration of ‘patient experience’. Satisfaction has long been used as an outcome 
measure for evaluating health care and self-report surveys are inexpensive and easy to 
administer (Avis et al., 1995). However, it is also used as an indicator of the quality of care
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provided and can inform purchasing decisions and policy change planning (Avis et al., 
1995).
Measurement of satisfaction and the ‘User Satisfaction Survey’
Despite the popularity of satisfaction as an outcome, there remain issues with its 
measurement (e.g. Crawford & Kessel, 1999). It is suggested that development of 
satisfaction questionnaires requires ‘expert construction’ to tap attitudes and experience 
(Morrell & Harvey, 1999). The items of the USS were designed to assess different aspects of 
satisfaction^ however, the construct validity^ ® of the questionnaire had not previously been 
assessed. Satisfaction is thought to be related to perceived efficacy of a service (Queri & 
Sporrle, 2008) suggesting that ‘overall satisfaction’ may be related to perception of problem 
improvement and ability to maintain changes. The other aspects of the USS relate to specific 
skills of the therapist; assessment of professional skills is found to be related to judgements 
of quality rather than satisfaction (Queri & Sporrle, 2008). Service user satisfaction as a 
valid concept, representative of service user experience, is under debate (Williams, 1994, 
Avis et al., 1995).
Aims and Objectives
The aim of this evaluation was to use feedback gathered from the USS to gain an indication 
of how satisfied users were with services across teams, with data gathered over the past four 
years. The teams were interested to assess if ‘overall satisfaction’ as measured by one 
item of the USS, was affected by the team a service user was in, the type of therapist they 
were seen by or the type of intervention they were offered to gain an indication of how 
consistent service provision is across the teams. To give an indication of the USS’ construct
 ^The questionnaire was developed by service management over four years ago; it is unknown on what 
theory the construction of it was based.
Construct validity; ‘extent to which test results support a network of research hypothesis based on 
the assumed characteristics of a theoretical variable’ (Coolican, 1994 p. 157)
“ ‘overall satisfaction refers to one item of the USS, see appendix A for example of survey.
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validity this evaluation aims to assess if there was a correlation between ‘overall 
satisfaction’, and the other items on the survey including how understood and respected 
services users felt, how clear they felt their therapist was, how much they felt their problem 
had improved and how much they felt they could sustain changes made.
The null hypothesis states that there is no difference between ‘overall satisfaction’ scores of 
those who are seen in CMHTs and those seen in SPT; that there is no difference between 
‘overall satisfaction’ scores of service users seen by clinical psychologists or those seen by 
counselling psychologists and that there is no difference in ‘overall satisfaction’ scores for 
service users who had individual therapy compared to those who had group therapy. It was 
hypothesised that there is no correlation between all items of the USS and ‘overall 
satisfaction’.
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Method
Services and service users
This evaluation includes feedback gained through four CMHTs with eight psychologists 
(clinical and counselling) and the SPT, staffed by nine clinical or counselling psychologists 
and one psychotherapist. Service users were between the ages of 18-65 and at the time of 
referral were experiencing complex or enduring mental health problems. Therapists in all 
teams provided a number of assessment sessions. For some service users, these were then 
followed by individual therapy or 12 week group therapy as guided by National Institute of 
Health and Clinical Excellence (NICE) on what therapy models are most effective. Service 
users referred to a CMHT that are found to require a specialist approach are referred to the 
SPT.
Ethics
As this was considered a service evaluation and involved using data already gathered by the 
services involved, separate approval from an ethics committee was not required.
Data Collection
The USS was an idiosyncratic questionnaire developed by members of the SPT. Reliability 
and validity of the survey had not been assessed. It was given to all service users at the end 
of their treatment, to complete in their own time and to be returned to the SPT by post. The 
questionnaire (see appendix A) contains six individual Likert scales of one item each (see 
Table 1 for the item descriptions), two open questions and space for comments, one multiple 
answer question and three tick box questions* .^
The latter two were not reviewed here due to limitations of space.
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Table 1: Item names used for this evaluation
Item number Item description
Item 1 Overall satisfaction
Item 2 Improvement of Problem
Item 3 Confidence in sustaining changes
Item 5a) Feeling understood
Item 5b) Clarity of therapist
Item 5c) Feeling respected.
Approximately 29% of the questionnaires given between 2004 and 2008 were returned to the 
service. Following several exclusions for missing or unreadable data 140 questionnaires 
were used for this study.
Procedure
Scores for each of the six Likert items listed in Table 1 were collated onto SPSS^ .^ From an 
audit database, compiled by the administrators, and from service user records, type of 
treatment (individual or group) and the team under which they were seen (CMHT or SPT) 
was collated. It was also noted which type of therapist provided the intervention 
(counselling, clinical or psychotherapist). For the qualitative data the comments were 
organised into the broad categories of positive comments, negative comments and 
suggestions for improvement of services. This was done for ease of reporting back to the 
services involved, with no interpretation involved.
Statistics Package for Social Sciences
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Analysis
A correlation matrix was calculated to assess if there was a relationship between ‘overall 
satisfaction’ and the other Likert scale items of the USS. Spearman’s Rho was used as the 
questionnaire data was ordinal and thus did not meet the assumptions of parametric data. 
Scores for ‘overall satisfaction’ was compared using a Mann-Whitney non-parametric test to 
see if there was a difference between:
i) SPT and CMHT (team).
ii) Individual or group interventions (therapy)
iii) Counselling psychologists and clinical psychologist (therapist). Data regarding
those seen by the psychotherapist were excluded for this analysis; as there was
only one psychotherapist in post, anonymity could not be maintained.
Due to the limited qualitative data available from the open questions, it was decided not to 
formally analyse it.
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Results
Descriptive data
Of the 140 service users who returned their questionnaires three quarters of them were seen 
at the SPT as can be seen in Table 2. Approximately two thirds had individual therapy 
whilst the rest attended a group. The majority of respondents were seen by a clinical 
psychologist; the frequencies treated by different therapist types reflect the staff numbers. 
Table 2: Percentage frequencies of service users by team, therapy and therapist.
Frequency Percent
Team SPT 104 74.3
CMHT 36 25.7
Therapy Individual Therapy 89 63^
Group 51 36.4
Therapist Clinical Psychologist 83 59.3
Counselling Psychologist 46 329
Psychotherapist 11 7.9
Total 140 100.0
Across team, therapy and type of therapist, the mean number of therapy sessions attended 
was eleven. From Figure 1 the frequencies of the number of sessions attended can be seen. It 
appears that a large number of respondents attended only one to three sessions although this 
data was not complete*' .^
This is considered further in the discussion section
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Frequency
Number of therapy sessions attended
Figure 1: Frequencies o f number o f therapy sessions attended 
Satisfaction scores
Figures 2-7  show percentage bar charts of the scores, collapsed across teams, of each of the 
six USS items analysed. Figure 2 demonstrates that nearly half of all respondents were ‘very 
satisfied’ overall with 81.4 % of respondents marking ‘satisfied’ or ‘very satisfied’. 18.5% 
reported feehng less than satisfied.
20%
n=8 n=15 n=48 n=66
V ery  d isa tis f ie d V ery sa tisfiedU n ce rta in
D isa tis fied S a tis fied
O v e ra ll  s a tis fa c tio n
F ig u re  2 : B a r  ch a rt o f  p e rc e n ta g e s  o f  O v era ll S a tis fa c tio n  scores ( ite m  o n e )
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The pattern of scores for perceived improvement of problem is reflected in Figure 3. 37.8% 
of the respondents were ‘uncertain’ or felt that therapy had not helped them to sort their 
problems and 61.4% felt that therapy had improved their problems. 9.3% of the total 
reported a complete improvement.
N ot at All N o t R ea lly  U n ce rta in  P re tty  M u ch  C om ple te ly
Im p ro v e m e n t  o f p ro b le m
F ig u re  3: B a r  c h a r t o f  p e rc e n ta g e  o f  I m p ro v e m e n t o f  P ro b lem  sco res (item  tw o )
Figure 4 shows a small minority (14.3%) reporting total confidence that changes made in 
therapy could be maintained, but a majority reported to be ‘quite confident’ (52.1%).
N o t at all N o t V ery  U n d e c id e d  Q u ite  T o ta lly
Confidence in sustaining changes
Figure 4: Bar chart o f  percentages o f  Confidence in sustaining changes scores (item three)
For the three items 5a, 5b, 5c responses were similar with a large majority reporting 
favourably that they felt understood {^12% , figure 5), that their therapist made themselves 
clear {92.%%, figure 6) and they felt respected {94.3%, figure 7).
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N o t a t a ll N o t  M u c h  U n c e r t a in  Q u i t e  a  lo t C o m p le t e ly
Feeling understood
F igu re 5: B a r  ch a rt o f  p ercen ta g es  o f  scores f o r  F ee lin g  U n derstood  (item  f iv e  (a ))
Not at all Not Much U ncertain Q uite a  lot Completely
C larity o f therap ist
Figure 6: B ar chart o f  percen tages o f  scores f o r  C lattty o f  T herapist (item  five  (a))
1 0 0
Quite a lot CompletelyUncertainNot at all Not Much
F eeling  Respected
Figure 7: B ar chart o f  percentages o f  scores f o r  Feeling Respected (item  five  (a))
Correlations
Scores of ‘overall satisfaction’, collapsed across team, therapist and therapy type were 
correlated to ‘improvement of problem’, r^  = .70, p=0.001 and to ‘feeling understood’, r^  = 
.655 p=0.001. ‘Improvement of problem’ was highly correlated with ‘confidence in 
sustaining changes made’, r^  = .71, p=0.001. All items of the USS were related to ‘overall 
satisfaction’ (all ps < 0.01), see Table 3 below.
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Comparison of scores.
SPT service users were not found to differ in satisfaction of the service from CMHT service 
users, U = 1826.00, p= 0.812*^ There was also no difference in satisfaction scores of those 
who had individual therapy compared to group therapy, U=2065.00, p= 0.338. Similarly 
there was no difference between satisfaction of those seen by clinical or counselling 
psychologists, U=1770.50, p=0.463.
Open questions
A number of similar comments were made in answer to items 4 and 7 that ask users to 
comment on their experience of therapy and give suggestions. Some of these identified 
reasons for the satisfaction indicated above. The most common described the therapists in 
the teams as compassionate and supportive. They also report a ‘very professional service’ 
and several mentioned a rise in confidence as a result of therapy.
Some of the difficulties reported included those of travel to the clinic and problems 
completing homework. The groups were found to be ‘well managed’ and several 
respondents enjoyed the experience of peer support. A number of respondents remarked that 
the groups were too fast paced or included too much information in each session. Several 
people suggested more follow up sessions would be useful for consolidation.
Several other suggestions for improvement were made. The most frequent was to reduce 
waiting time for appointments following referral. All suggestion have been summarised (see 
appendix C) and will be reported back to the relevant teams for discussion.
See Appendix B for test statistics
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Discussion
The results here have demonstrated that the majority of service users who return their 
questionnaires report themselves to be satisfied overall. This overall satisfaction is 
consistent across the teams and regardless of type of intervention offered and type of 
therapist seen; the null hypothesis was accepted. Although a high number of respondents 
reported themselves also to have a perceived improvement in problem and to feel confident 
that they could sustain changes made it is noticeable that these factors are found to be less 
positively endorsed despite the high overall satisfaction. This suggests that satisfaction is 
not solely due to these factors; alternatively it could be in part explained by the high number 
of respondents that had only one to three sessions, usually the assessment part of therapy, 
perhaps leading to satisfaction of service but limited change in problem. The data available 
about the number of therapy sessions attended was not always complete or reliably recorded 
and there was no data regarding reasons for assessments only, so this could not be explored 
further at this time.
The respondents largely felt understood, respected and felt that their therapist made 
themselves clear. All other Likert items of the questionnaire were positively correlated with 
the overall satisfaction item; the null hypothesis was rejected. Although causality can not be 
inferred there are several possible suggestions for this relationship. One, that respondents 
who felt understood, respected and perceived an improvement were more likely to feel 
satisfied. Alternatively that those who feel satisfied at the end of their therapy are more 
likely to then respond that their therapist understood them and respected them, a possible 
halo effect (Wirtz, 2001). A third suggestion is that the items are all components of 
satisfaction and thus are all measuring the same underlying construct.
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The idiosyncratic questionnaire has not previously been subject to assessment of its’ 
psychometric properties: lack of a reliable and valid assessment instrument casts doubt on 
the credibility of satisfaction findings (Sitzia, 1999). If the latter suggestion were correct this 
would indicate some internal validity and thus add credibility to the results.
Limitations
There was only a 29% response rate for the return of the USS thus excluding the majority of 
service users’ views. Bowling describes (as cited in Armstong & Ashworth, 2000) how 
research on survey methods usually suggest a response rate of 60% is necessary give an 
accurate picture of the replies representing the population.
Attempts were made to collect data regarding for instance the length of treatment however 
difficulties were encountered due to the number of different databases used for record 
keeping, none of which was consistently maintained. Data was not always clear or was 
missing and so, due to the lack of reliability of these figures, correlations between length of 
treatment and satisfaction were not explored here.
There are established methodological problems in use of Likert scales in multicultural 
settings due e.g. to differences in education (Williams & Swanson, 2001) and the lack of 
consideration of the differences in the way that people of different groups understand the 
professional-patient relationship (Avis, Bond & Arthur, 1995).
The lack of validity and reliability of the USS calls into question the credibility of its 
findings (Sitzia, 1999). One solution for this would be to use a standardised measure such as 
the Client Satisfaction Questionnaire (CSC^ (Atkinson & Greenfeild, (1994), cited in 
Crawford & Kessel, 1999).
However, there are known to be biases in the completion of satisfaction questionnaires 
making it hard to interpret results. Generally a high level of satisfaction between 75%-90%
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is reported in most surveys (Avis, Bond and Arthur, 1995) and suggestions have been made 
that there exists a ‘satisfaction survey social desirability bias’ (Avis, Bond and Arthur, 1995, 
p.318). Carr-Hill (1992) reports that the lack of variation in results indicates that 
‘satisfaction’ is not being used as a discriminating measure. Although client satisfaction in 
health care has long been a common measure of quality there is no consensus on what the 
concept involves (Mahon, 1996) other than it is multidimensional (e.g. Greeneich, 1993) and 
that it may be inversely related to client expectations (Williams, 1994) although this too has 
not been supported by research (Avis, Bond And Arthur, 1995).
Conclusion
Although the evidence of satisfaction is encouraging, it is important for the services involved 
to consider how useful the results from this survey are in light of evidence above. Although 
there is indication of some internal validity for this questionnaire the credibility of it as an 
assessment of satisfaction is still in doubt. However, it is important as part of the NHS 
commitment to clinical governance to monitor outcomes and to involve service users in 
service development.
The results were fed back to the services involved (see appendix D) and possible options for 
improvement were discussed. The USS could be subject to assessment of its psychometric 
properties and modified as appropriate. The USS could be replaced with a recognised, 
standardised questionnaire used in other similar services to allow for comparison across 
services. Alternatively, assessment of users’ experiences and their involvement in the 
service development could be sought in alternative ways through organisations such as Local 
Involvement Networks (LlNks) (NCI, 2009).
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Appendix A 
Questionnaire
User Satisfaction Survey fo r .....................................................Psychology Services
Our department is conducting a survey, involving all our service users, in order to gather 
opinions on our service. We value your views of our service, so please take your time in 
filling out this questionnaire. Your participation is entirely voluntary, and information given 
by you will be strictly confidential and be used for audit and research purposes only. Please 
try to answer all of the questions, including those on the reverse of this page.
Please circle on the following scales the point which you feel best describes your opinions.
1. Overall, how satisfied are you with the psychology service that you received.
Very Satisfied Uncertain Very Dissatisfied
Satisfied Dissatisfied
2. Did therapy help you to sort out your problems/symptoms?
Completely Uncertain Not at
# _ _ _ _ _ _ _ _ _ _ _ I _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ I_ _ _ _ _ _ _ _ _ _ _ I_ _ _ _ _ _ _ _ _ _ _ _ _ _ I
Pretty Much Not Really
3. How confident do you feel in the long term with sustaining any changes that you 
may have made through therapy?
Totally Undecided Not at
# _ _ _ _ _ _ _ _ _ _ _ I_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ I I_ _ _ _ _ _ _ _ _ _ _ _ _ _ I
Quite Not very
4. In your own words, if you would like to, please describe your own experience of the 
therapy you received.
5. Please circle a point on the following scales which you feel describes your view of 
whether your psychotherapist:
a) Understood you?
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Completely Uncertain Not At All
Quite a lot
b) Made herseMiimself clear to you?
Completely Uncertain
Not Much
Not At All
Quite a lot
c) Respected you?
Completely Uncertain
Not Much
Not At All
Quite a lot Not Much
6. Would you refer a friend to the department? (Please tick a box)
Yes □  No □
7 .D0  you have any suggestions to enable our service to suit you better?
If you have any other comments, please write them below.
8. Please tick the box if it would be OK if we put this survey in your file for your 
psychotherapist to see?
9. Please tick the box if you would be willing to be contacted again in a year’s time so 
that we can enquire about longer terms effecj |
10. Please tick the box if you would be willing to be contacted about opportunities to 
participate in service developments.
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Appendix B -Test Statistics
Non-Parametric Mann Whitney test ranks
N Mean Rank Sum of Ranks
Team SPT 104 70.94 7378.00
CMHT 36 69.22 2492.00
Total 140
Psychologist
Type
Clinical 83 63.33 5256.50
Counselling 46 68.01 3128.50
Total 129
Intervention
Type
Individual 89 68.20 6070.00
Group 51 74.51 3800.00
Total 140
Test Statistics
Overall satisfaction
Team Psychologist type Intervention type
Mann-Whitney U 
Wilcoxon W 
Z
Asymp. Sig. (2- 
tailed)
1826.000
2492.000
-.237
.812
1770.500
5256.500 
-.733
.463
2065.000
6070.000 
-.958
J38
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Appendix C
Service User Suggestions for improving SPT and CMHT psychology services 
Taken from User Satisfaction Scale 2004-2008
Appointments
1) More flexibility with appointments
2) Better communication in the department -  some messages not being passed on
3) More correspondence if long waiting list between referral and appointment
4) Shorter waiting time for appointments
5) Opportunity for sessions outside office hours
6) Follow up after individual therapy e.g. by telephone to reduce abrupt ending of 
therapy.
Information provision
7) More feedback following neuropsychological assessments
8) To have access to a contact list of support groups, telephone lines and helpful books 
to aid relapse prevention
9) More information regarding mental health and psychology in the waiting room
10) More interesting magazines in the waiting area
Groups
11) Longer sessions for group
12) Involvement of carers/partners at group and follow up session to increase their 
understanding of relatives issues
13) Ongoing support provided following end of group
14) More follow up sessions after the group has ended
15) Opportunity for all group members to have brief (e.g. 10 minute) one to one sessions 
between group sessions
16) Opportunity to have one to one debrief following the end of the group
17) Provision of support group following the end of the therapy group to run for e.g. 6 
months
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Appendix D 
Letter regarding presentation of SRRP
10'" July
Specialist Psychological Therapies
Dear Rachel,
I am writing on behalf o f  the Specialist Psychological Therapies service to thank you for your 
recent presentation at our business meeting o f  your service related research project.
Your evaluation o f  service user satisfaction gave an insight into feedback previously gathered 
from our ser\dce users and allowed us to discuss as a team, the role o f  service user 
involvement.
Thanks again for your contribution.
Yours sincerely,
v : .
Dr
Chartered Clinical Psychologist
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Abstract
Postpartum psychosis (PP) is a rare form of perinatal mental health disorder. Clinical 
recovery is often rapid but sufferers are at increased risk of further mental health problems. 
Despite the disabling effects of this disorder on sufferers and their families, little has been 
explored about women’s experiences of postpartum psychosis. In light of the research on 
changing sense of self through the transition to motherhood, as well as during recovery from 
psychosis, it was thought important to explore further how women experience postpartum 
psychosis and how it impacts on their sense of self. In this qualitative study seven women 
were interviewed and their accounts analysed using interpretative phenomenological 
analysis. Three master themes emerged; Impact of postpartum psychosis on self, striving to 
make sense of the experience and rebuilding the self. These findings suggest that the 
transition to motherhood is disrupted by experiences of psychosis after childbirth. Increasing 
knowledge amongst health professionals of the psychological impact of postpartum 
psychosis and improving liaison between mental health and midwifery staff would improve 
the care offered to women who have postpartum psychosis and their families.
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1. Introduction
This introduction includes an outline of the prevalence and presentation of postpartum mood 
disorders. Research findings regarding postpartum psychosis, its impact on women and their 
families are discussed. Literature on the lived experience of postpartum psychosis and the 
impact of other forms of illness and mental health problems on people’s sense of self are 
considered. Findings specific to the impact of the transition to motherhood on women’s 
sense of self have also discussed. The aims and objectives of this study and the chosen 
research methodology are outlined in conjunction with the relevant epistemological 
assumptions that underlie this research.
1.1 Postpartum Mood Disorders
Postpartum psychosis (or puerperal psychosis) (hereafter PP) is a mood disorder that occurs 
in the postpartum period, defined by the Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition, Revised (DSM-IV-TR) (APA, 2000) as being within four weeks 
following childbirth. Other postpartum mood disorders include the maternal or ‘baby blues’. 
Postnatal Depression (PND) and Posttraumatic Stress Disorder (PTSD) following child 
birth^ .^ The former two can often be confused with PP in spite of significant differences in 
clinical presentation, onset and prevalence.
The Baby blues
The baby blues are experienced as a labile mood and tearfulness (Yalom et al, 1968) that 
occurs within three to four days of child birth (Seyfried & Marcus, 2003). The baby blues is 
not a diagnostic classification; indeed, it is suggested by Miller and Rukstalis (1999) that this 
experience is a normative part of early mother and child attachment.
Although there is an increasing body of research into prevalence of PTSD following childbirth (see 
Ayres et al, 2008) it will not be discussed further here due to space limitations.
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Postnatal depression
PND is a non-psychotic depression and is reported to affect between 10-22% of new mothers 
(e.g. O’Hara et al., 1990). Research has shown that the symptoms of PND do not differ from 
those of depression at other times of life (Brockington, 1996) and it is thought to be due to 
psychosocial factors. Thus PND is defined in the DSM-IV-TR (APA, 2000) as an episode of 
major depressive disorder with a ‘postpartum onset’ modifier.
Postpartum psychosis
PP is considered relatively rare; approximately 0.1%-0.2% of childbearing women are found 
to experience psychosis in the early postpartum period (Ross et al, 2005). Neither of the 
classification systems; DSM-IV-TR (APA, 2000) or the International Classification of 
Diseases (ICD-10) (WHO, 1992) recognise PP as a discrete entity (Seyfied & Marcus, 
2003). Under the current DSM-IV-TR (APA, 2000) definition, PP may represent the first 
episode of a psychiatric disorder, or it may be an exacerbation of a pre-existing condition.
Risk factors for PP
There is found to be high risk of relapse in the puerperium for women with a previous 
diagnosis of Schizophrenia (25%, Bosanac et al, 2003), and for those with Bi-polar 
Affective Disorder (BAD) (70%, Ebeid et al, 2010). BAD is defined as an episodic disorder 
that features periods of elevated mood alternated by periods of depression (NICE, 2004). It 
has been suggested that the typical PP presentation is comparable to the presentation of 
someone with BAD. Another risk factor for PP is a family history of BAD (Ebeid ef al, 
2010), and it is also reported that a quarter of people who have BAD had their first episode 
postpartum (Silverstone & Romans-Clarkson, 1989). On the basis of this evidence it is 
suggested that a PP that is a first episode of psychopathology, is actually the onset of a first 
manic episode of BAD (Jones & Craddock, 2002) and thus PP could be considered a variant
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of BAD. However, this does not explain the 20% of women who are reported to have PP that 
experience no further psychopathology (Pfuhlmann et al, 1999). Interestingly, Harlow et al, 
(2007) point out that the frequently reported prevalence figures for PP include relapse 
episodes of BAD that do not always involve psychotic symptoms. This suggests an 
inaccurate representation of the prevalence of psychosis in the postpartum period.
The nosological status of PP is a contentious issue and continues to be debated. Boyce and 
Barriball (2010) argue that the approach to diagnosing PP has become procrustean, with 
academics and clinicians attempting to make the PP picture fit with already known 
diagnostic criteria while ignoring aspects of PP that suggest it should be recognised as a 
‘discrete gender-specific diagnostic entity’ (pp.45). These aspects include its temporal 
relationship with childbirth, risk of recurrence with subsequent births, a short-term prognosis 
and a clear characteristic clinical presentation (Boyce & Barriball, 2010).
1.2 Clinical presentation of postpartum psychosis
A core feature of PP is mood disturbance, typically this is initially mania. This is followed 
by symptoms of delusions, hallucinations and bizarre behaviour (Doucet et al, 2009). Some 
women present with a psychotic depression which differs from PND in that delusions, 
hallucinations and confusion are present (Doucet et al, 2009).
PP is said to differ phenomenologically from other forms of psychosis in that the women’s 
delusions and beliefs are found to focus on themes around childbirth, concerns about their 
baby’s identity, persecution from the baby (Brockington, 1996), or fears that they will harm 
their baby (Chandra et al, 2006). Several researchers, across cultures, have concluded that 
PP presents with more severe confusion and perplexity akin to delirium, than in women with 
non-postpartum psychosis (Kisa et al, 2007; Brockington et al, 1981).
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Onset of PP symptoms is often sudden and unexpected usually occurring between 2 -14 days 
after giving birth (Brockington, 1996); this is very different from other forms of psychosis 
that often involve a lengthy prodrome of negative symptoms. Heron et al, (2008) report that 
at least 50% of women with PP present with mild hypomanie symptoms within the first three 
days after delivery, and suggest this can be interpreted as a brief prodrome. However, this 
study only included women with a previous diagnosis of BAD and could not include women 
for whom their PP was their first episode of a psychotic disorder. Some studies have 
suggested that symptoms such as tension-anxiety and mood fluctuations in the last stages of 
pregnancy could be indicative of a prodrome (Protheroe, 1969) however these could be 
normative experiences of pregnancy for new mothers.
1.3 Impact
Schrank and Slade (2007) distinguish between a service-based definition of recovery and a 
user-based definition. The foriner, clinical recovery, is measured by absence of symptoms 
where as personal recovery is defined as the individual ability to ‘achieve a fulfilling, 
meaningful life’ (National Institute for Mental Health in England, 2005, pp.l). It is 
frequently reported in the academic literature that, following treatment, women with PP 
make a full clinical recovery, within two months (Heron et al, 2008). The psychological 
impact of the experience suggests a personal recovery can take longer to achieve.
Impact on women who experience PP
An episode of depression may follow the cessation of psychotic symptoms (Heron et al, 
2007). It is not clear in the literature whether the successive depression is acknowledged as 
being part of the episode of psychosis, or is considered to be distinct from it. It is 
acknowledged that depression is ‘an integral part of the course’ of first episode psychosis 
and it is formulated as a psychological response to the experience of psychosis (Jackson & 
Iqbal, 2002). Current figures suggest that approximately 5% of women with PP commit
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suicide (Lindahl et al, 2005) and research focusing on the long-term outcomes of women 
who have had an episode of PP found that they are at higher risk of future mental health 
problems (Seyfried & Marcus, 2003). In particular, there is striking evidence that over half 
of all women for whom PP is their first experience of a mental health problem go on to have 
a recurrence of PP after a subsequent birth (Pfuhlmann et al, 1999).
Impact on others
If untreated, PP like other mental health problems can have a negative effect on marital 
relationships (Doucet et al, 2009). In addition to mothers and their partners, PP poses a 
significant risk to infants. 4% of women with PP are reported to commit infanticide 
(Lindahl et al, 2005). Murray and Cooper (1997) described how the interrupted 
development of a secure mother-infant attachment can lead to long-term problems in the 
child’s emotional, cognitive and behavioural development. This can occur through 
prolonged separation or through the mother being emotionally unavailable to their child, for 
instance due to PND. Feelings of inadequacy, negative cognitions and self-doubt are found 
to influence the bonding experience of depressed mothers (Horstein et al, 2006). Much of 
this research used samples of women with PND, which in light of the period of depression 
following PP could be considered to be transferable, however, more specific exploration of 
the impact of PP on infants is required.
1.4 Aetiology
Biological markers
A  biological cause of PP is indicated by several factors summarised by Doucet et al, (2009) 
including rapid onset of psychosis close to childbirth, high relapse rate, and cross cultural 
prevalence. Numerous rapid hormonal changes in pregnancy are posited as possible factors 
in both the hypomania and subsequent psychosis. However, so far there is limited evidence 
of an association between PP and levels of oestrogen, progesterone, prolactin and
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adrenocorticoids (Seyfried & Marcus, 2003). Although biological factors are readily 
acknowledged as important in the aetiology a clear marker has not yet been identified and it 
is likely to be a combination of factors.
Sleep loss
Insomnia is noted as one of the most common symptoms of PP (Sharma & Mazmanian, 
2003) and is noted to be a trigger of mania (Wehr et al, 1987). Ross et al, (2(X)5) reported 
on a study that compared women who developed PP with a control group of other new 
mothers. They found that those who had PP had experienced a significantly longer labour 
than those without PP and more of them had delivered at night, both of these factors are 
associated with reduction in sleep. Research assessing the effects of sleep deprivation on 
people with a diagnosis of schizophrenia found that it improved negative symptoms and 
provoked positive symptoms (Hochli et al, 1985). Sharman and Mazmanian (2003) 
conclude that these findings can explain the high risk of relapse of bi-polar or psychotic 
illness after childbirth. Their review also suggests sleep loss could be a mediating factor 
between other risk factors and the onset of PP.
1.5 Treatment
Treatments for PP are predominantly medical (Doucet et al, 2009) and can include support 
in the community or admission to general psychiatric or mother and baby units, depending 
on availability. The prescription of antipsychotic medication or mood stabilisers is also 
considered as a first line of treatment; however, there are contraindications of the use of 
some medications during breastfeeding. There is a considerable amount of evidence to 
highlight the value of early intervention with first episode psychosis in its promotion of 
better recovery outcomes (NICE, 2009). This literature is relevant for PP, for those women 
for whom it has been their first onset of a psychotic disorder.
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1.6 The lived experience of postpartum psychosis.
Unlike PND, there exists very little current research around the lived experience of PP. 
Robertson and Lyons (2003) sought to remedy this with their grounded theory study of ten 
women who had lived experience, and reported three main themes. The first finding was that 
PP was viewed by the women interviewed as distinct from other forms of psychosis, which 
do not have such a clear biological trigger as childbirth. The participants felt this suggested 
they should be offered specialist treatment in mother and baby hospitals. Another theme 
identified a pervasive sense of loss as a result of their episode, including loss of control over 
their treatment and loss of ease with their own emotions. The third theme explored changes 
in the participants’ social roles and relationships (Robertson & Lyons, 2003).
The authors also described two higher order concepts that ran throughout all three themes, 
namely Living with Emotions and. Regaining and Changing Sense of Self. In the former, 
guilt is described as a dominant emotion; the women interviewed felt that they had failed as 
mothers and have not been able to fulfil social ideals of motherhood. Robertson and Lyons 
(2003) identified this as a common finding within studies exploring experiences of PND. In 
the latter higher order concept, the women had experienced PP as a life changing experience, 
which had had a deep impact on their persona. This was noted as a conflict between 
reported changes in sense of self, both positive and negative and yet also using a return to 
their familiar sense of self as a marker for recovery. This conflict has been explored further 
in this study.
1.7 Sense of self
Defining what is meant by the term ‘sense of self is important in fully understanding the 
implications of research findings on the impact of events on self. Thoits (1999) describes an 
understanding of ‘sense of self and distinguishes between three major features:
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a) The Self, described as ‘aspects of the person that has experiences, reflects on 
experiences and acts upon self understandings derived from experiences’ (Thoits, 1999, 
p.347).
b) Social selves or identities that are, in part, socially derived and learned, for instance, 
understandings of oneself as objects that can be categorised (e.g. a Sikh, a baker). These 
include roles that are taken on or that people are invited to play through interactions with 
others, such as mother or friend. People with multiple roles are thought to be better 
protected from situational stress as these roles give life meaning (Thoits & Hewitt, 
2001).
c) Self esteem, the understanding of one’s quality as an object, which can be global or 
domain specific.
There are numerous positions on self and identity, however Thoits’ definition subscribes to a 
symbolic interactionist (e.g. Mead, 1934) view, that the self is in part created through 
communication and use of the assumption of shared language. Through interactions with 
others based on a shared language (verbal and non-verbal) it is confirmed that one exists and 
has meaning. Identities that are portrayed are validated by other people (McCall & 
Simmons, 1978). This reflection of oneself in the eyes of others was termed ‘the looking 
glass self by Cooley (1902) and can explain how one’s self-esteem can be derived through 
our (often distorted) perceptions of other’s reactions to us. In summary, one’s sense of self 
is in part derived from social relationships and so damage or disruption to these relationships 
(e.g. by chronic illness) may have negative consequences on the self (Thoits, 1999).
Thoits’ definition is compatible with the concept that human beings have a ‘fundamental or 
internal sense of themselves as a self (Augostinos & Walker; cited in Crossley, 2007, 
pp. 133) where a person’s self-concept has core components that are stable over time (Kemis
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& Goldman, 2003). Although there are numerous other models of self and identity it is not 
within the remit of this study to explore them further here.
Transitions and self
It is said that a person’s sense of self is considered vulnerable across periods of adaptation 
(Meleis et al, 2000) such as during life transitions. Transitions are defined by Schlossberg et 
al, (1995) as any event that results in changed relationships, assumptions and roles; they 
may be anticipated or unanticipated events. Transitions are complex and affect different 
people in different ways depending on numerous individual factors such as resources, 
expectations of change and level of stress in role history prior to the transition (Wheaton, 
1990). Thoits’ theory of self suggested that the importance of a role to a person depends on 
how salient that role is with their current sense of self (Wheaton, 1990). Thus vulnerability to 
sense of self during transition may be due to adaptation to new roles to which the salience 
needs to be assessed. A transition can also be understood as an interruption, in which one’s 
sense of self in the world is interrupted and ‘new discrepancies are revealed’ (Mandler; cited 
in Stutzman, 2009, pp.l). During transition, resources are sought to repair these 
discrepancies and create a new understanding of self in the world (Stutzman, 2009).
Although there is limited research into the impact of PP on women’s sense of self, findings 
regarding the impact of other such periods of adaptation and transition, such as lived 
experience of chronic illness or other forms of psychosis, can aid understanding.
1.8 Self and illness
Several academics assert that loss of self is ‘a fundamental consequence of chronic illness’ 
(Yoshida, 1993, pp.218) and a period of adjustment is necessary for a process that is 
essentially a reconstitution of one’s sense of self. In this period of adjustment it is suggested 
that people aim to integrate the new ‘disabled’ view of themselves with their ‘non-disabled’
129
view, and this suggests that aspects of self from prior to their illness endure (Yoshida, 1993). 
Yoshida’s (1993) model of how people with spinal chord injury reshape their sense of self 
suggests that their identity transformation is a dynamic and shifting process and challenges 
the idea that people reach a set point in which they are fully adjusted.
Bury (1982) explored experiences of people with rheumatoid arthritis, and talked of this 
illness as a ‘biographical disruption’ to life, particularly in three aspects. These included 
changed assumptions of life and bodily awareness; disruptions to the ‘normal rules of 
reciprocity’ in relationships that caused families to face up to the ‘character’ of their 
relationships; and thirdly, a re-evaluation of previously held future expectations and plans 
(p. 167). It is these three events that contribute to a person having to rethink their self 
concept in illness (Bury, 1982).
Frank (1993) discovered similar themes in narratives where ‘survivors’ of illness talk about 
their search for self change. Frank distinguishes between the discoveries of self in ‘What I 
have always been’ from ‘who I might become’. The former refers to those people who feel 
that they always had the potential to cope with adversity but until their illness had not had 
reason to use their hidden qualities. The latter refers to those people who discover new 
aspects of self that were not in place prior to their illness but have developed because of it.
1.9 Impact of Mental Illness on Self
Mental health problems, and in particular psychosis, affect the perceptual tools used for 
perceiving self, others and the world. Davidson and Strauss (1992) describe a ‘fragmented, 
passive and dependent’ sense of self that results from an experience of psychosis and 
Fabrega (cited in Czuchta & Johnson, 1998) suggested that psychosis affects the person’s 
ability to relate meaningfully to others and to the world.
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Baker et al., (2009) reviewed dominant themes of loss following mental illness and noted 
that loss of identity and loss of self esteem were prominent. The former was experienced as 
perceived loss of previously held identity roles, such as being a parent. It was hypothesised 
that these losses could be ascribed to the impact of the symptoms of mental health, but also 
to the experiences involved in treatments. For a severe mental illness like psychosis the 
effects of social stigma can be particularly significant. Based on a looking-glass definition 
of self (Cooley, 1902) it follows that a stigmatized reaction to a person with mental illness 
may be internalised by them, which could negatively affect their self-esteem (Yanos et al, 
2010).
An alternative explanation for a changing self in mental illness is the idea of ‘engulfment’. 
This can be understood as a process in which individuals eventually see themselves wholly 
in terms of their illness (McCay & Seeman, 1998). In this situation a person takes on an 
illness identity, leading to a self-perception of incompetence and inadequacy (Yanos et al, 
2010).
Recovery from mental illness
Recovery from severe mental illness is suggested to involve rediscovering a sense of self that 
is separate from the diagnosis of a mental illness. This process is described in numerous 
ways in the literature: reconstructing, redefining, or rediscovering a sense of self. These 
terms all appear to articulate a process of complex growth and change.
Davidson and Strauss (1992) interviewed a large number of people who had experienced a 
mental health problem involving hospitalisation. They concluded that personal recovery was 
promoted by a process of reconstructing ‘an enduring sense of self as an active and 
responsible agent’ (p. 131). Four processes of recovery are said to include:
1) the discovery that it is possible to possess a more active sense of self
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2) increasing awareness of the strengths and weaknesses of this self
3) putting this self to action and evaluating its performance
4) Using the enhanced sense of self as a refuge from mental illness.
Davidson and Strauss (1992) concluded that establishing a sense of agency, or an internal 
locus of control, was crucial in giving people the chance to have a sense of achievement, 
thus boosting self-efficacy and self-esteem, both of which have been associated with 
increased ability to cope with stressful events (Rodin, 1989).
Much of the literature exploring self and mental health has focused on experiences of long­
term mental illness. Romano and colleagues (2010) interviewed people in recovery after a 
first episode of psychosis (FEP). They found that participants did not define themselves by 
illness but reshaped a previous sense of self to include new strengths that allowed them to 
manage their experience of illness (Romano et al, 2010). This shares similarities with 
Frank’s (1993) notion of the discovery of ‘What I have always been’ for people adjusting to 
chronic iUness. Shea (2010) found that following a FEP those who considered themselves 
recovered had a defined a sense of self, that integrated past, present and future views of self.
1.10 Self and motherhood
A number of models of psychosocial development, for instance, Erikson’s (1980), suggest 
that individuals move through a number of stages in which they must negotiate dilemmas or 
periods of transition. Becoming a parent is often considered one of these stages and is 
reported to involve physical, psychological and sociological change (Wilkins, 2006). The 
transition to motherhood can be differentiated into three phases: early pregnancy, late 
pregnancy plus birth, and the postpartum period (Darvill et al, 2010).
Psychoanalytic explanations of the transition to motherhood, in particular object relations 
theories, suggest that personality reorganisation has to occur to allow for the new
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interpersonal relationship between mother and child. A mother’s sense of self is reflected in 
the eyes of her child; namely through her child’s satisfaction or dissatisfaction the mother 
develops a sense of herself as competent or incompetent (Kaplan, 1992). Kaplan (1992) 
explains Klein’s views that through motherhood women re-evaluate their relationship with 
their own mother and repair their vision of mothering and motherhood to adjust to a 
comfortable position of parenthood. Rubin (1984) conceptualised the psychological change 
during this transition as a process of Maternal Role Attainment, taking on a new role. This 
involved incorporating a new and evolving maternal identity, developed during pregnancy 
from idealised images and role models, into an existing persona (Wilkins, 2006).
Cultural scripts
The dominant discourses of motherhood in western culture tend to depict a wholly positive 
portrayal of the experience. Feminist writers talk of the ‘myth’ of motherhood that was 
created in Victorian times (Kaplan, 1992). The myth is of a natural mother who is 
immediately capable of caring for their child, and is fulfilled by the role of a selfless carer 
(Choi et ah, 2005). Thus this image of motherhood is perhaps one by which new mothers 
measure themselves against, and sets the standard for ideas of good and bad mothering (Choi 
et al., 2005). The experience of becoming a mother is said to be culturally and socially 
shaped. Expectations about the experience of childbirth and the role of the mother are also 
influenced by dominant religious beliefs or economic positions adopted by governments 
towards childcare. Miller (2005) described how different cultural scripts affect individual’s 
expectations about motherhood and can guide people through such a transition. She studied 
Bangladeshi women who had immigrated to live in Britain and reflected on how women 
from a minority culture living within a western culture can be influenced by the dominant, 
more medicalised, discourses of the culture within which they are residing (Miller, 2005).
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Loss and growth
Loss and grief for a former identity is reported in numerous personal accounts of the 
experience of having a baby, and it has been stated by Wilkins (2006) that it is unusual to 
have an easy transition to motherhood. Nicolson (2000) has suggested that depressive mood 
following childbirth is a realistic response to first time motherhood. This is a period that 
coincides with external stressors requiring the new mother to acquire new skills, and adapt to 
changing relationships, on top of physical tiredness and discomfort (Nicolson, 2000). This 
highlights a common finding in qualitative accounts which reiterates that new mothers must 
negotiate the discrepancy between their expectations, built from dominant discourses, and 
the reality. This conflict can lead to feelings of inadequacy. If nurturing is considered a 
central aspect of femininity or womanhood, then it is suggested it can affect a woman’s 
sense of self as a successful woman (Choi et al, 2005).
Adapting to demanding circumstances is sometimes equated with a sense of personal growth 
in which people can gain self-esteem, new meaning in life, and a sense of competence (Wells 
et ai, 1999). A recent study questioned 102 first time mothers both during the third 
trimester and then two months after delivery. They found that in this time they demonstrated 
improvement in markers of mental health and expressed a sense of personal growth 
(Taubman- Ben-Ari et al, 2009). A review of qualitative studies of maternal experiences 
(Nelson, 2003) reflected on this transition as a period of growth and transformation which 
results in an ‘expansion of the self (Darvill et al, 2010, pp.358.). It is also a social process; 
feeling supported and having their experience normalised by, for instance, other new 
mothers or their own mother, can facilitate women in gaining confidence in their new 
perceptions of themselves (Darvill et al, 2010).
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Self-definition
The transition to motherhood is associated with a period of reclaiming a sense of self. Sethi 
(1995) talked of a linear model of adaptation to motherhood that involved four stages: giving 
of self, redefining self, redefining relationships, and redefining professional goals. Hartrick 
(1997) described this as a balance between a ‘subtle loss of self-expression’ (pp.271) and the 
discovery of new aspects of self. Smith (1999) studied women’s accounts of their 
experience of pregnancy and the postpartum period, in an attempt to capture the ‘processual 
elements of identity change’ (pp.283). He concluded that pregnancy appeared to be a time of 
psychological preparation in which women turned their focus from their public selves to 
their private selves (Smith, 1999). New contact with family in this way further informs their 
perception of themselves as a mother. Following a period of adjustment to the physical 
presence of the child. Smith (1999) suggested that their focus turned outwardly again, but 
that permanent changes had been made to the woman’s priorities.
The period of self-definition in motherhood is considered an ongoing process (Hartrick, 
1997). In line with transition theories, transitions such as becoming a mother do not have a 
prescribed end point (Meleis et al, 2(X)0), however, gaining a sense of mastery over the tasks 
of motherhood is a step towards a completed transition. Darvill et al, (2010) suggested the 
transition is not felt to be completed until a mother feels she has regained control over her 
internal and external environment, and this can take months or years after her child is first 
bom.
1.11 Motherhood and illness
There are a limited range of findings that explores the impact of an illness experience in 
mothers. Wilson (2007) considered the impact on mothers, of adapting to an illness identity, 
after diagnosis with HIV. She found that the threat to the mothers’ lives led to a wish to 
maintain a good mother identity in the perceptions of others (Wilson, 2007). She felt this
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post-diagnosis reformulation in the context of biographical disruption, reflected a type of 
‘biographical reinforcement’. This was a term used by Carricaburu and Pierret (1995, pp.65) 
to explain the idea of how an event requiring adaptation may lead to a strengthening of some 
previously held aspects of self. A Grecian study examined the narratives of mothers’ 
experiences of being admitted to hospital for severe mental illness (Savvidou et al, 2003). 
They found that two identities - their mother identity and their illness identity - were in 
conflict. This impacted on their perception of themselves as competent parents but also 
appeared to impact on their families’ perceptions of the women as competent (Savvidou et 
al, 2003).
Both of these accounts considered the experiences of women who had already made the 
transition to motherhood and formed a sense of self as a mother. This differs from 
experiences of new mothers who have a postpartum mood disorder. Periods of adaptation 
are times in which the self-concept is vulnerable and undergoes change. Both experiences of 
mental illness and becoming a mother could be considered to qualify as periods requiring 
psychological adjustment, although with very different cultural expectations and values.
A large body of research has explored the psychological impact of PND, a mental health 
problem sharing the transitional stage into motherhood as a common precipitating factor. 
As discussed above, the conflict between the so called myth of motherhood portrayed in 
western cultures and the reality of difficulties in caring for a new baby can lead to a severe 
depression after childbirth. Beck’s (2002) meta-synthesis of qualitative accounts of the 
impact of PND found this discrepancy was a main theme, together with one of ‘pervasive 
loss’ (pp.466), a similar finding to that reported of experiences of women with PP 
(Robertson & Lyons, 2003). A distinction was made between a significant but temporary 
loss of a sense of self during the depression, and a more permanent loss of a former self, 
such as one’s occupational identity (Nicolson, 1999). It was felt that reintegration of an
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increased sense of strength could occur for depressed mothers who successfully negotiated 
or accepted the series of losses associated with PND (Beck, 2002).
PP differs from PND in its severity, frequently requiring hospitalisation or crisis 
interventions. Its rapid rate of onset, within three days after childbirth also differs from 
PND, which is more likely to occur weeks after childbirth. Thus the onset of PP interrupts 
the transition to motherhood at a much earlier stage in the mother-infant relationship and 
also in the development of a mother’s sense of self. This study intends to explore in more 
depth the sense of self during the transition to motherhood and experience of PP, by adopting 
a qualitative approach. It is hoped that the findings will add to the limited findings so far 
regarding the experience of psychosis during the transition to motherhood.
1.12 Epistemological assumptions
Qualitative perspectives of research aim to provide descriptive explanations of people’s lived 
experiences and to reflect the sense that individuals make of them (Coyle, 2007). Unlike 
quantitative research, qualitative approaches are idiographic and concerned with the 
particular (Smith et al, 2009). Thus findings can not be generalised to make statements that 
explain objective phenomena (Coyle, 2007) but they have value in providing an in-depth 
examination of the complexities of individual experiences. This perspective was deemed 
suitable to answer the research question of the study: how do women make sense of then- 
self, after having had an episode of postpartum psychosis?
The research assumes that the ‘physical, social and cultural world has an existence which 
precedes us’ (Smith et al, 2009, pp. 194) and that there is a relationship, although not a direct 
one, between a person’s lived experience and what they express through language. 
Therefore, a phenomenological approached was adopted to conduct data analysis (Smith, 
2009). The research also assumes that knowledge is influenced by the context in which it is
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gained (Madill et al, 2000). Madill and colleagues (2000) refer to these assumptions as 
contextual constructionism and place this concept in the middle of their continuum of 
epistemological positions, with realism at one end and radical constructionism at the other. 
This continuum maps on to that described by Willig (2008) between Naïve realism and 
radical relativism; with realist principles stating that knowledge is entirely objective and 
measureable directly and relativist principles stating that knowledge is entirely constructed 
through language and interaction.
Contextual constructionism assumes that both participants and the researcher are parts of a 
wider system; thus, the context that their account is given in is affected by their social 
networks and broader systems such as cultural expectations, social class and gender amongst 
others. It needs to be acknowledged that there is always a ‘dynamic and inescapable 
interaction’ between the participants’ accounts and what sense the researcher makes of them, 
adding another level of context (Coyle, 2007, pp.20). Thus it was considered important to 
make explicit the role of the researcher in the research.
1.13 Aims
The aims of the study were two fold: 1) to add to a qualitative body of research on PP and 2) 
to explore if and how PP impacts on women’s sense of self. It is thought that by exploring 
personal accounts of women’s experiences following a first episode of PP, in first time 
mothers, it will widen the field of research on psychological understandings of PP. It is 
hoped that the findings will inform clinical psychology practice in supporting women with 
recovery and adjustment following PP.
Thus in order to answer the research question and to address the aims of the research, a semi­
structured interview approach was adopted for data collection. This was deemed suitable to
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use with a phenomenological approach as semi-structured interviews allow participants to 
guide the interview as opposed to the researcher doing so (Smith et al, 2009).
The approach chosen for data analysis was Interpretative Phenomenological Analysis (IPA) 
(Smith et al, 2009). IPA focuses on an individuals’ lived experience and on how the 
individual makes sense of that experience. IPA is therefore interested in the phenomenology 
of the subject under investigation. Furthermore, IPA is an idiographic method, dealing with 
the individual rather than attempting to make claims across cases. It is found to be 
particularly suited to exploring issues of identity and change over transitional life stages 
(Smith et al, 2009).
In addition, the significance of the interpretative aspect of IPA, as its name suggests, 
indicates the importance of acknowledging the researcher’s role within the analysis of data. 
Smith and Eatough (2007) describe the double hermeneutics unique to IPA. One of the aims 
of IPA is to explore the meaning that a participant makes of an experience in their life, 
however, this is to be explored through the interpretations of a person using the same 
perceptual tools and applying their own understanding and experience. Thus IPA involves a 
person making sense of how another person makes sense of their environment and lived 
experience. Phenomenological approaches like IPA could be considered to adopt an in- 
between position on the realism -  relativism continuum (Willig, 2008). It assumes that 
experience is developed through interaction and language however, ‘it is nevertheless real to 
the person who is having the experience’ (Willig, 2008, pp. 13). Thus IPA is compatible with 
a contextual constructionist position (Lyons, 2007).
Finally, it is necessary to point out that these methods were chosen over other qualitative 
methods as the research is interested in the phenomenology of the individual. Narrative 
analysis (e.g. Crossley, 2000) would offer a useful alternative method with which to explore
139
this research question, however, in building on Smith’s IPA studies (1999, 1994a) of 
transitions to motherhood it was deemed that IPA would be more appropriate and would 
allow for a greater exploration of experiences at a specific point in time rather than exploring 
stories of experience over time. The aim of the research was not to reflect on the social 
processes women with PP can go through and which a Grounded Theory (Glaser & Strauss, 
1967) approach would have helped to illuminate. Nor was the interest focused on the 
discourses of these women; in which case a Discourse Analysis approach (Potter & 
Whetherall, 1987) would have been useful to explore how the experience of PP is 
constructed by women suffering it.
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2. Method
2.1 Participants
Participants were recruited through the Action on Postpartum Psychosis network (APP). 
APP is a network of women, jointly facilitated by Cardiff and Birmingham universities, who 
have experienced PP, and who have professed an interest in partaking in research about PP. 
Purposive sampling; subjectively choosing a sample that represents a population (Smith et 
al, 2009), was used to recruit participants. All participants reported to have experienced an 
episode of PP, defined as a psychotic episode according to DSM-IV-TR (APA, 2000) within 
the first four weeks of childbirth. An advertisement was published in the APP newsletter 
(see appendix A). Participants were asked to complete and return a form indicating their 
interest in participating in this study. Over fifty responses of interest were returned. Twenty 
of these were contacted by telephone or email. Of these, eight were offered an interview and 
seven were available to be interviewed (see exclusion criteria below). According to Smith 
and Osborn (2008) between three and ten participants are considered the optimum amount 
for an IPA study as this allows for in depth case analysis and any more would cause the data 
to become overwhelming to the researcher.
Participants were excluded if they had not been first time mothers at the time of their first 
episode of psychosis and if they reported to have had a pre-existing bipolar or psychotic 
disorder before or during pregnancy. Women who were pregnant at the time of the 
interviews or had given birth less than two months prior to the interview were not included 
as this was thought to be the most likely period of onset of mental health problems for 
mothers. It was also stipulated that participants who had had an episode of PP within the last 
year at the time of interview would not be included.
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All participants were white British and spoke English as their first language. They were all 
heterosexual women in cohabiting relationships and were aged 29-40 years old. Six of the 
women followed the same pattern of presentation, with symptoms of elation and psychosis 
followed by a period of depression. The seventh experienced depression initially that 
developed into psychosis, followed by a further period of depression. Four of the women 
had another child with three of these experiencing a second episode of PP. Table 1 further 
outlines the demographic characteristics of the participants. The names of participants and 
their family members used throughout this study are fictitious to preserve anonymity.
Table 1: Summary of participant demographics.
Name Age Years 
since birth 
of first 
child
Location Level of 
education
No. of 
children
Rita 34 2 South West 
England
Degree 1
Sophie 36 3 South East 
England
A-Levels 1
Kamna 40 5 Midlands Masters 2
Mary 29 4 South East 
England
Post grad. 
Diploma
2
Alison 39 3 Midlands HND 1
Jenny 30 3 East Anglia Diploma 2
Charlotte 36 4 South Wales A-Level 2
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2.2 Ethical considerations:
Ethical approval for this study was granted by the University of Surrey Faculty of Arts and 
Human Sciences ethics board^’. Application for ethical approval involved a judgment on 
whether the potential effects of carrying out the research on those involved would outweigh 
the benefits of the potential new knowledge the research was intended to produce (Koivisto 
et al, 2001). This study aimed to follow ethical considerations discussed in DiCicco-Bloom 
& Crabtree (2006) including reducing possible risks of participation, protecting the 
participant’s anonymity, ensuring the participants were fully aware of the purpose of the 
study and protecting participants from exploitation.
2.3 Procedure
Participants were all contacted by telephone prior to the interview date as a method of 
screening for current wellbeing. The researcher questioned the participants sensitively as to 
their current level of mood and ascertained if they still wished to participate. They were also 
given an opportunity for questions or concerns to be answered.
An interview schedule^ ^  was developed by the researcher in conjunction with a service-user 
consultant involved in this project, who herself had experienced and recovered from two 
episodes of PP. The interview schedule covered topics relating to motherhood, women’s 
sense of self and experiences of PP and was used as a topic guide allowing for other 
questions to emerge from the dialogue between researcher and participant (DiCicco-Bloom 
& Crabtree, 2006).
The interviews were conducted at a place local to the participants, chosen by them. The 
interviews lasted between 40-90 minutes. Written consent was ascertained by completion of
See appendix B for evidence of ethical approval 
Appendix C
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the consent form prior to the interview^ .^ Demographics were collected at this point to allow 
for an assessment of the homogeneity of the sample. The first interview was transcribed and 
reviewed by the researcher. Based on this review, changes were made to the order of the 
interview schedule questions and this remained the same for the next six interviews. All 
interviews were transcribed by the researcher and transcripts were anonymised.
2.4 Analysis
The researcher followed the framework for the process of IPA analysis suggested by Smith 
et al, (2009). The first interview text was read through repeatedly and initial codes were 
made of the content and language used. The account and the initial codes were reread and 
connections and patterns between codes were named as themes. Themes were collated and 
grouped for this first case and patterns and connections noted. This was repeated for each 
case individually before super-ordinate themes for all cases were explored. Interviews were 
reread with the super-ordinate themes in mind to see if they remained true to the data. At 
this point some themes not considered relevant to the research question were discarded. This 
resulted in a table of master themes, annotated with examples of text from across all 
transcripts. Analysis and interpretation of the themes identified continued into the writing 
phase of this research (Smith et al, 2009).
2.5 Credibility of the study
It is important for phenomenological researchers to acknowledge their perspectives that have 
shaped the research and to be expHcit about the claims that are being made by the research 
findings (Whittemore et al, 2001). Although a number of guidehnes for reviewing all 
qualitative work have been popular in the last decade it has been argued that due to the range 
of epistemologies of qualitative methods, applying a fixed set of guidehnes for the
See Appendices D-F for a sample interview letter plus the participant information sheet and consent 
form.
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assessment of the quality would be inappropriate (Sparkes, 2001). Yardley (2000) outhnes 
four principles that can be used flexibly to evaluate the quality of a piece of work. These 
principles include sensitivity to the context in which the research is being carried out; 
commitment and rigour involving an in-depth engagement in the analysis. She also refers to 
transparency and coherence throughout the study that allows readers to be aware of the 
process of analysis and the researcher’s own position (Yardley, 2000). The fourth principle 
discussed is that of the impact and importance; that research should be found to be useful 
and to have some impact or influence on the ideas of others.
Respondent validation
A summary of the initial findings was given to all participants, who had requested it, with an 
invitation to comment on them. This allowed for early remarks on the relevance of the 
findings as a way of promoting reflexivity in the researcher (Smith, 1994b) and as an 
important part of ensuring that the participants remained involved and aware of the process 
of the research. The initial findings were also discussed with the service user consultant to 
reflect on the nature of them and the language used in formulating them.
Audit trail
A section of the transcript with handwritten notes outhning initial codes and themes has been 
included in the appendices^® to allow the reader to assess the engagement with the data 
(Dallos & Vetere, 2005).
Self-reflexivity
Throughout the process of data collection and analysis a reflective journal was written by the 
researcher as a way of recording and making themselves aware of their own thoughts and 
emotions in responses to the interviews. The researcher also arranged to be interviewed
See Appendix G for excerpt
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briefly by another IPA researcher at three stages of the study, prior to data collection, during 
and after analysis. This encouraged the researcher to reflect on and be challenged about their 
assumptions and their research interpretations. These anticipatory reflections were not 
analysed but were used as a process to promote self reflexivity (Dallos & Vetere, 2005).
2.6 The position of the researcher
Yardley (2000) amongst others, states the importance of the reader having some insight into 
the perspective taken by the researcher during the research process. Making explicit any 
“theoretical orientations and personal anticipations” (Elliott et al., 1999, p.221) that may 
have influenced their interpretation, aids transparency (Coyle, 2007).
In the following narrative and in describing the results, I have chosen to write in the first 
person as a step towards owning my position as a researcher in this study (Elliott et al, 
1999) I have attempted to outhne my reasons for engaging in this research and to 
acknowledge the experiences and beliefs that have contributed to my analysis of the 
interviewees’ accounts.
I am a twenty-eight year old white British woman. I am currently employed as a Trainee 
Clinical Psychologist and have worked for six years in the National Health Service (NHS) in 
mental health. My interest and wish to understand experiences of psychosis developed 
through my observations and reflections on past employment as a nursing assistant in a 
psychiatric hospital. The dominant framework for nursing care in the hospital focused on 
personal recovery and led to my interest in the variety of ways that people could experience 
and make sense of phenomena such as voice hearing. This interest in personal 
understandings led to my interest in the use of qualitative methods.
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In this post, I first met several women who were experiencing PP. I was conscious then, that 
I and the staff team with whom I worked lacked the knowledge of how PP might differ from 
other experiences of psychosis and of how to care for new mothers who were separated from 
their babies and who required midwifery input. I was aware of the literature about the 
effects of separation on attachments between mother and child and wondered about the lack 
of specialist mother and baby services in my local area. On reflection I began this piece of 
research with a biased view that women with PP would have a negative experience of 
treatment due to the lack of mother and baby services, but these assumptions were 
challenged. A common similarity that appeared to vahdate my own experience was the 
reported lack of knowledge in health professionals about PP and the difficulties made in 
diagnosis.
I am not a mother but a number of close family members and peers have recently become 
mothers themselves. I have been an observer of the transition friends have made and they 
have expressed that their expectations of motherhood were very different from the reahty, 
despite the preparations they felt they had made. I was struck by how this difference 
between expectation and reahty was also present for the women I interviewed but was 
surprised to find that some of them indicated they thought this was due to the psychosis and 
not universal to other women who were mothers. This made me more aware of how they too 
were first time mothers as equally as they were people experiencing a first episode of 
psychosis.
I was surprised that, at times, the women I interviewed appeared, through the language that 
they used, to make the assumption that I knew something of the experiences of giving birth 
or of the health care involved. I wondered if our shared context of gender allowed them to 
believe that I would know what they meant. I did not correct them nor did I make it explicit 
at the start of my interviews what my status was regarding motherhood and other roles in my
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life. I assumed that perhaps they would not feel as able to discuss their roles as mothers if I 
had. Considering my self in relation to the women interviewed, as also a white British 
woman, I wondered if it was the assumption of shared culture that might have allowed these 
women to feel comfortable talking to me about such personal experiences.
I felt a huge responsibility to be privy to the personal accounts portrayed with such passion 
by the participants in this study. I strongly felt that my role was to attempt to accurately 
capture the ‘essence’ of their experience (Coyle, 2007, p. 15) that the participants could relate 
to and would feel some validation on reading it. I also wished to voice their range of 
experiences to other health professionals. This brings to mind the importance of considering 
the value and utihty of the research at the start of the study and ensuring participants are 
fully aware and can judge for themselves if their agenda is compatible with that of the 
researchers. Some of the participants stated that their reason for involvement was as a part 
of their own process of recovery.
I was aware of power differences in the relationship between me as the researcher and the 
participants as the experts on their hved experience. Several asked me to explain more about 
PP at the end of their interview suggesting that they saw me in the position of expert. I was 
made aware early on that several of my interview questions were phrased in such a way that 
they were not understood and this brought my attention to the importance of accessible 
language that does not exclude people who are not of the same profession (Hewitt, 2007). 
In an attempt to practice reflexively, I invited my participants to comment on an early draft 
summary of my analysis findings, suggested as a form of member validation and a way of 
involving the participants as co-researchers (Smith, 1994b). Four of the seven women 
replied^  ^ and appeared able to make critical comments. However, as Smith (1994b) has 
suggested participants are not totally free to challenge as the researcher is in the position of
see Appendix H for anonymised emails
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authority. For this study, the effects of this position could perhaps have been reduced by 
explicit acknowledgement, perhaps after interview, of the participants’ position of expert in 
both being a parent and having lived experience of psychosis, unlike myself.
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3. Results
Although participants varied in their backgrounds and in their symptoms of PP some 
commonalities were found in the data. Three master themes were developed from the data 
that describe how women understand their sense of self after having had PP: The Impact of 
postpartum psychosis on self; Striving to make sense of the experience; and Rebuilding the 
self^. The three themes identified here are not considered to be discrete categories; they 
overlap and have links with each other. These master themes and their super ordinate themes 
are depicted graphically in Figure 1 and have been explained and described below:
^ See Appendix J for Table of Themes
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3.1 The impact of Postpartum Psychosis on self
Participants in this study talked at length about their experiences and, above all, 
described what can be called a disrupted transition to motherhood. They talked 
about the important people in their lives including partners, extended family, faith 
communities and work colleagues. Although supported, the women described a 
sense of isolation from others, experienced throughout their psychosis and in 
recovery. Having PP had an impact on how they could relate to people in their life 
and appeared to affect the way that they felt others viewed them. Their comments 
are interpreted here in more detail;
3.1.1 The Self as mother
The women interviewed talked about a gradual process of adapting to being a 
parent that began for some in their own childhood, throughout pregnancy and 
afterwards as they learnt the tasks of a new role. Some prepared by imagining what 
being a mother would involve, whereas others were more focused on the practical 
preparations. Ahson and her husband had planned to start a family; she was a 
martial arts teacher and enthusiastic about fitness when she became pregnant:
“I  was super prepared. Yeah I did yoga, swimming I  was physically ready and
mentally too. You know, 1 read books and all sorts. "
Mary talked about the dawning realisation that the task of being a mother “feels 
very great” and how there is pressure, often applied by oneself, to know how to be 
a parent from the onset:
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“Feeling that you don’t know what to do even though it’s just instinct and you do 
know what to do but you think that you don’t. Umm, and the pressure to do 
everything right, you want to be a good mother and you want to do it right” 
Alison.
It seemed that this already challenging transition of adapting to a new role was 
disrupted by the physical and emotional experience of psychosis. Lack of sleep 
due to long labours and noisy wards was identified by five out of the seven women 
as a trigger that they feel led to the onset of symptoms of psychosis:
“I think it’s just all compounded because o f the lack o f sleep and it’s kind of a 
spiral and it gets worse and the pressure gets worse and you can’t sleep and it’s 
ju s t... terrible ” Alison
For Mary, becoming a mother had been an important role that she had planned to 
take on for some time before becoming pregnant. Despite her increasing anxieties 
and fears about the world, that she felt unable to share with her family, she worked 
hard to do what she felt she ought as a new mother:
“I tried as much as I could to just carry on with normal life, to just carry on with 
normal life, try to go to mother and baby things”
Like Mary, many of the women endeavoured to do the best for their children 
despite their own distress and even negative behefs about their new child, 
suggesting to me that an overpowering duty of care for one’s child could prevail. 
Jenny had experienced frightening beliefs that her child was going to cause her 
harm but despite this she attempted to also consider his needs:
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“ we were sitting in the waiting room and this old lady said “Oh lovely baby,
isn’t he lovely” and I just got the car seat and said “here you go, you can have 
him, go on take him, ” and she was sort of laughing but I  was dead serious! I  was 
thinking ‘she looks like a nice old lady, she’d be a good mum to him’, that’s 
alright” Jenny
Following the birth of their children and the onset of psychosis, attempts to carry 
out the tasks of motherhood were interrupted. The pressure to breastfeed was 
talked about by all seven women and many had very strong memories about their 
experiences of trying to provide for their new bom child, at a time when their 
symptoms of PP had emerged. It seemed for at least five of the women 
interviewed, that there was a conflict between the health professionals’ 
understanding of the women’s needs and the women’s own emerging duty of care 
for their children.
The women commonly described a current culture in maternity services that 
promotes breastfeeding as the best way to provide for babies. Many of the women 
wished to breastfeed but at the same time were experiencing extremes of emotion 
for which they were being given medication:
“they shouldn’t have pushed that on me but because I  was in a maternity ward they 
do, that is their culture. Breastfeeding is best, breastfeeding is the most important 
thing, you’ve got to do it. But they shouldn’t, that just added to the pressure, they 
should never have tried, I  mean it was horrendous, it was awful and.... horrible. At 
a time when you just can’t cope with it, you’re just exhausted. You need to get 
better yourself before you can take on that pressure” Alison
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The lack of shared knowledge about diagnosis and what medication the women had 
been prescribed appeared to lead to frustration and confusion:
“I wouldn’t take any medication, not because I  didn’t think that I  needed it, but 
because I  still wanted to feed the baby and nobody could tell me if the baby would 
be alright i f l  had the medication so of course I  wouldn’t take anything. ” Charlotte
In my perception, Kamna valued herself as a competent, capable woman and had 
embraced becoming a mother as a new challenge. However, her experience of PP 
prevented her from being the primary carer for her child and from having control 
over decisions regarding his care. Her treatment had involved an admission to a 
mother and baby unit:
“someone else was feeding him; he was on the bottle.... I  was still trying to 
breastfeed him and I  did for five months but it was only a token top up feed he was 
getting most and I  knew that and I think that weighed on me hugely that I  wasn’t 
doing the best for him” Kamna
I think that this comment reiterates pressures that the women felt at this time to be 
‘doing every thing right’, to be doing the best for their child according to the 
messages given by health professionals at that time. Effectively they seemed to be 
attempting to develop their mother self, even though they themselves were 
experiencing high levels of distress.
For Rita, a period in hospital and experience of depression led to a sense of a 
physical and emotional distance from her daughter and a perceived delay in
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learning to be a parent. It seemed that this lack of confidence in her new self as a 
mother meant that she found comfort in returning to her work self, returning to her 
role as a nurse that she knew well, as a way of boosting her confidence so that she 
knew who she was again:
“I had been out o f it for so long so I  didn ’tfeel very in control o f my role as a mum 
really so going back to work because it was something I  was so familiar with was 
actually really helpful because I  could just sort of forget all of those worries and 
just be me again”
It seemed a distinction was made between the practical tasks of motherhood that 
Rita described above and accepting her self as mother. In gradually taking on the 
tasks and growing in confidence in performing the role of mother, women perhaps 
begin to accept themselves as mothers. Rita, however, had been prevented from 
enacting this role and at this point felt more comfortable in her perception of 
herself as a nurse than as a mother.
3.1.2 Experience in isolation
The women talked about being supported by a number of friends, family members 
and health professionals and yet at the same time it seemed to me that despite this 
the women felt at various points of their experience they were alone. Sometimes 
this isolation was self imposed, sometimes a result of the symptoms of psychosis 
and at other times imposed by others.
Unusual beliefs and fears were not shared with people important to them. 
Sometimes this distance was purposeful; Rita talked about how her feelings of 
paranoia prevented her from talking to her husband about her worries:
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“I probably started to have psychotic thoughts before anyone else really realised 
because I  didn’t really discuss them because I ’d already started to get really 
withdrawn and suspicious o f other people. ”
Partners on occasion tried to break in to this private world by trying to understand 
but, as Kamna described, they could not know the ‘intensity’ of their experience. 
Alternatively partners tried to rationalise and challenge thinking. These attempts to 
force a shared reality resulted in Jenny feehng less understood:
“1 have never been like that 1 was so angry with him.... I  was thinking why do you 
doubt me.... It was horrible you know. ”
Sophie, a confident career women used to communicating and working with 
people, described with frustration her experience of feeling as if she was not being 
taken seriously by health professionals. Both she and Rita felt they were not being 
heard:
“one guy at the head of the crisis team said at one point “oh, it is sleep 
deprivation, you need a glass o f wine!” Sophie
Some of the participants talked to me about how frustrated they felt when both 
health professionals and, sometimes friends, have referred to their experiences as 
postnatal depression (PND). It seemed that this reinforced the perception that they 
were not being hstened to. I wondered if this frustration indicated a belief that PP 
was more serious than PND and that the severity of their experience and challenges
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faced in recovery was not understood by others. Again this seemed to be an 
example of feehng isolated by their experience.
Admittance to hospital was, for six of the women, a very physical isolation from 
friends and family and, when admitted to general psychiatric wards, from their 
babies:
“The loneliness was the awful thing about it, you are pretty much cut off, apart 
from people can visit you. I hated being apart from Frank /husbandj obviously and 
he didn’t like that either but I  was so in my own world anyway. ” Mary
Mary talked about how hving in such a chnical space with strangers made her feel 
isolated from even her own culture:
“You’re just plucked out your normal culture as it were and you were just stuck in 
some hospital which is actually really just a few rooms and locked doors and so it 
was like a prison really. ”
Although they often reflected on the value of admissions to their recovery, it was 
commonly mentioned that they did not meet with anyone who had lived experience 
of PP;
“there was no one with the same problem so yeah...it was quite lonely, I  just 
wanted to know I  suppose that there was light at the end o f the tunnel. ” Charlotte
It seemed that this lack of experienced support was one of the key factors that led 
to a common wish to reach out to other women suffering from postpartum
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psychosis, to help them and offer them the understanding of someone who has been 
through the experience that many of them felt they did not get themselves:
“I think yeah, gathering info and feeling that you can help other women go through 
it like ourfacebook, there is a group of us there and on myfacebook I have lots of 
women on there that have had it and we all sort of chat and share stories and 
we ’re at various stages of it and yeah it is a nice kind o f community. ” Alison
During interview the women described themselves to be at different stages in their 
subjective recovery, many of them talked about feeling alone with their experience 
of recovery:
“I feel immensely troubled by it, I  had a very good CPN who supported me and 
then was moved and never replaced so she supported me a lot through the worst 
bits but I  think it’s made me feel even more isolated from people, it’s made me 
realise that you know to all intents and purpose you are on your own. ” Kamna
Many of the participants felt that even close family members did not fully 
understand and presumed that they were coping better because on the outside the 
women were able to present themselves temporarily as well:
“She said you’re much better now, and I  was just thinking how can you say that? I  
just felt so scared inside by everything that had happened and I  was just thinking 
how is it I  can present this exterior demeanour of, you know being, really confident 
and you know back to normal? How is it that I ’ve been through all that and people 
can’t see it, and I  still carry it a lot in my head. ” Kamna
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Many of the women said that despite their own wish to talk about their episode on 
occasion, their partners or family members found it difficult to explore the subject 
or actively suggested that it is a subject not for discussion:
“my mum and my sister will say to me just leave it alone now, leave it, drop it 
forget it. And they don’t, people don’t understand - you can’t” Sophie.
The comments above perhaps highhght a lack of general awareness of the impact 
of mental health problems and the process of recovery, amongst their family 
members or reflect fear through social stigma. Women can be isolated in their 
experience of psychosis after childbirth and with their own ongoing attempts to 
make sense of what happened, not because they are without support but because 
there is a hmited understanding and knowledge of what the experience of PP is 
like.
3.1.3 The impact on relationships
All of the women interviewed talked about the roles that their partners played in 
supporting both them and their children through their experience of PP and the 
challenges this presented. They raised concerns about the ongoing impact of this 
experience for their partners;
“it was very difficult for him he had to run the family for two years but yeah we 
don’t really talk about it now. ” Alison
For several of the women, their own mothers or mothers-in-law played important 
roles in supporting them and their partners, to care for their children at a time when
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they were unwell. Alison felt that her mother had supported her during her 
recovery and that this had strengthened her relationship with her;
“....quite distant before and just lived our own lives and we were there if we 
needed each other but she would ring me every day and make sure I  had got out of 
bed and make sure I  had got something planned for the day. So she was my rock. ”
For others the change was less positive. Charlotte found that her parents, as well as 
some of her friends, had difficulty understanding what she had been through:
“They were both pretty much in denial that there was something seriously wrong. 
So because as a result o f that I  am less close to them than I  was before it happened 
and I ’ve lost a few friends through it who just didn’t really understand. ” Charlotte
Three of the women talked specifically about changes in relationship with their 
baby over the time that they were unwell. Jenny now feels guilty when she 
remembers wanting to give her child away. Although Rita felt a close bond with 
her daughter at the time of interview, she described how during her depression she 
felt she had no connection with her. She remembered thinking that:
“Katie was just a noise because she had colic and I couldn’t sleep ... she was just 
this drone that stopped me sleeping. ”
Several of the women talked about how the delusions that they held had religious 
undertones that were different to their own belief systems. For Kamna, these had 
had an impact on her relationship with her church, she felt that “there was no 
where to turn to, religiously,” perhaps isolating her from a possible source of
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support in recovery. Mary, in contrast, was able to describe how her experience of 
recovery from psychosis had increased her understanding of her Christian faith and 
had strengthened her relationship with God.
3.1.4 The self reflected in the eyes o f others
The participants reflected on how they felt their family members viewed them 
following their experience of PP. It seemed that some of the women found it 
difficult to be now seen as vulnerable, unpredictable, or someone who was unwell. 
This seemed to me more to be the case if they felt they had reached a positive stage 
of recovery and that the concerns expressed by others reminded them of their 
vulnerability:
“it took a long time for him (husband) to sort o f think, yeah she is going to be ok, 1 
think he worried i f l  was going to get unwell again. ” Jenny
Several of the women talked about having a new awareness of their own moods 
and changes in emotions but they had also noticed that this reinforced their 
families’ concern. Jenny talks here of her mother:
“She is a bit o f a drama queen if the truth be told and she’s all very “ Oh, oh, oh 
my goodness me, you’re so unwell! oh poor you! poor you!” I  just... it just does my 
head in and even now every time if I  go. I ’ve had a bad day, she’ll go, we ought to 
phone up the doctor”
I thought that this highhghted that others perceived Jenny as having an illness 
identity that Jenny herself did not feel was compatible with her experience of 
recovery. Several of the participants felt that their husband saw them as different
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to the way they were before the psychosis and that this change had had an impact 
on their relationship. For some this was a positive impact, for others, it was 
acknowledged as distressing for both parties and the impact was still unknown:
“He does say to me ‘you’ve changed’ and I  say, 7 have, I  know I  have, but that 
person.... that was there before.... has gone.’” Sophie
Charlotte found that her husband monitored changes in her sleeping pattern and 
was particularly worried on the rare occasion that she could not sleep, for fear that 
she might be having a relapse. Mary talked empathically of her husband’s hyper­
vigilance;
“He is more aware of if I  am not quite right, he wants to sort of get to the bottom of 
it and check that I ’m ok, keeps stable. ” Mary.
It seemed to me that these behaviours were attempts by their partners to find some 
way of having control over an unpredictable event, or as a way of feeling involved. 
They also indicate a further impact on their relationships, as discussed in the 
subtheme above. Mary was able to reflect that her husband’s involvement was due 
to a greater appreciation he had for her following the episode:
“Because he lost me for a bit there, he felt he lost me for a bit and I  think he was 
afraid of losing me sometimes indefinitely. ”
3.2. Striving to make sense of the experience
A common theme in the data was the ongoing need amongst all of the women to 
understand more fully what psychosis was and what had happened to them.
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Learning about psychosis and applying their own knowledge and behef systems 
helped them to find ways to conceptuahse and to put into words what they had 
experienced. During this searching there seemed to be a universal surprise and 
concern at the lack of knowledge of PP, amongst themselves, the general pubhc 
and health professionals, and this impacted on their attempts to make sense of their 
experience.
3.2.1 Piecing the puzzle back together
All of the women described an active process of research and retrospection in an 
effort to have a better understanding of what happened to them, perhaps so that 
they could form a more positive relationship with the meanings they made of their 
psychosis. This investigation seemed to require both internal reflections and 
external investigation and had occurred over time; during the psychosis, throughout 
their recovery and was ongoing:
“I have written a lot you know as a sort of cathartic process not for publication but 
I do think I  may have, um, a moment of clarity when it all comes together and I  can 
actually make something positive out o f it” Kamna
All of the mothers at interview considered themselves to have experienced a form 
of PP but many at the time of their episode had not heard of PP.
In comparison, PND was better known;
“All I  had heard of was postnatal depression and the baby blues .... Pd never 
heard o f anything else so I  wasn’t aware of it so 1 kept denying that it could 
possibly be this.... that it could possibly be some postnatal illness” Mary
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In interview, the women suggested that during their psychotic episode(s) they had 
not always been aware of what was happening to them. They developed alternate 
explanations to explain their moods and behaviour. Mary expressed this time as if 
she were striving to understand during moments of lucidity but that her grasp of 
these understandings was not always strong enough:
“Oh yes, I must have had an illness, I  could see all that clearly- once it came back 
it was like I ’d lost, I  couldn’t see that perspective again so I  couldn’t, yeah, I  
couldn’t.... it overwhelms you, like it takes over so completely you just can’t see it”
In a similar way, Sophie described a conscious effort to cling on to gains in insight 
made when depressed, hy writing notes to herself and in her diary.
Learning about PP was often the first step in understanding and being able to put a 
name to their experience. A barrier to this understanding was the lack of 
knowledge held by health professionals of PP. Frustration was raised that they had 
not recognised the symptoms and or that it was confused for postnatal depression:
‘7 asked them, what’s wrong, what’s happening and they were like, didn’t say 
anything, then I  asked this nurse and she said postnatal depression and I  said to 
her I ’m not depressed and I  wasn’t! I was so not depressed! The opposite, 
obviously I  was manic not depressed. So I  couldn’t understand why she said that. ” 
Alison
Some of the women remembered the impact of first receiving a diagnosis:
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“I was kind of relieved that there was a name for it. I mean I knew I wasn’t crazy 
and I knew I  wasn ’t depressed so I  was kind o f relieved that somebody had put a 
name to it and knew what it was. ” Alison
For Alison diagnosis gave a sense of relief yet for others it highhghted a longer 
term prognosis that was anxiety provoking and generated more questions:
“I was very hung up on ‘Well why am I  atypical? What does all that mean? What 
do other people go through ? ’ ” Rita
I had a sense that the women had to be detectives, gathering evidence from text 
book explanations of PP, information from health professionals and family about 
their behaviour and presentation and applying this to see if it would aid them in 
making sense of their own unique experience.
The women were relying on the memories that they had, including the memories of 
the gains made in recovery so far, with which to explain their stories. For many of 
them, loss of memory or hazy disjointed memories of the most intense periods of 
psychosis, mania or depression led to gaps or confusion in their own story that they 
found frustrating. This was sometimes evident to me in the incoherence of their 
accounts but other times expressed expHcitly;
“I want to understand what happened to me as much as I can, I feel like I ’m 
putting together the jigsaw puzzle o f pieces bit by bit. So somebody will say 
something about what happened when I was ill and I ’ll be like ‘Did it? Oh I don’t 
remember that tell me more” and then I ’m like ‘Oh, I  didn’t know that happened’ 
because my memory isn ’t so good, I don’t remember everything. ” Mary
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For some there was a sense of urgency and drive to complete these memories as the 
only path to fully being able to ‘put to bed’ (Sophie; Charlotte) or close ‘the 
drawer’ (Sophie) on their experience; in effect, a need to look back as a way of 
moving forward.
“the only way that I  thought would be beneficial is to try to help and to try and 
piece it together and so that i f l  piece it together it would settle me more, to be able 
to then put it in that drawer and close it. It is a hell of a lot more closed than it was 
a year ago. ” Sophie
External research through consulting others, health professionals or friends and 
family helped to fill in missing gaps:
“I went back through over my notes, psychiatric notes from the time and I couldn’t 
believe the stuff’that I  was reading... I  just couldn’t recall or remember behaving 
like that at all. Not even the slightest bit of memory of it, that makes me think that 
perhaps I didn’t, perhaps I  still don’t, accept how unwell I  was. ” Jenny
Three of the women interviewed described how their experience of a second 
episode, although equally distressing and challenging, allowed them slightly more 
self awareness and this in turn helped them to answer some of the unanswered 
questions from the first time.
“being ill again helped me to put to bed the first time I  was ill, so in fact it was a 
good thing I had it again, which is a bit of a bizarre thing to say. ” Charlotte
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Unanswered questions remained at the time of interview for most of the mothers; 
for Charlotte there was a resignation that perhaps these questions may never be 
answered.
Charlotte: “But in those early months when I  first came home from hospital I  was 
just....”
Interviewer: “Trying to find the answer? ”
Charlotte: “Yes. You’re not going to find the answer. Listen, there is no answer!”
3.2.2 Conceptualising psychosis
All of the women had a unique experience of psychosis but were similar in their 
attempts afterwards to use their knowledge base and behef systems to find 
explanations for what psychosis was. Different perspectives were considered 
including biological and psychological:
“I do think that there are physical changes in your brain when that happens and 
maybe there is some sort o f hormonal thing in it, maybe there is some sort of 
genetic thing”. Jenny
Psychological theories gave Rita an explanation about thought processes that she 
could understand in the context of prior knowledge that she had about depression:
“The line between psychosis and depression is quite blurry because obviously 
depression isn’t necessarily a realistic view of the world and psychosis is almost a 
jump on from that isn’t it when you suddenly kind of think things that don’t make 
sense at all are true. ”
An illness model of psychosis led to a focus on internal triggers:
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“I do find it hard to understand, I  have really struggled with it for a long time after 
I  had Phillip because I  spent my whole life being ridiculously healthy” Jenny
Philosophies and belief systems were also applied to find an understanding. For 
Alison, ideas compatible with her martial art discipline helped her to find 
conclusions:
“It is a kind of it a yin yang thing, you can’t know true happiness until you have 
known true despair and PP is true despair. ”
For two of the participants their Christian faith gave them a way of explaining what 
had happened. For Mary this reassured her and gave her hope for the future:
“1 felt like he [God] had taken me through that terrible experience to show me 
what it really could be like without him and that is the destiny that people have
without him and that, that yeah  seeing that, having experienced that, made me
that so much more grateful for what he had given me. ”
I noticed that different metaphors for psychosis were used in attempts to convey 
through language, the subjective, intense experience and to find meaning in it;
“I can remember just waking up in the middle of the night and it was as if the 
psychosis had just suddenly been switched back on. My brain just felt flooded with 
chemicals in a really bizarre way and I  was fully psychotic again ” Rita
Mary talked about it as being lost, and Jenny used the colloquial phrase 
“completely off the planet”, suggesting that being psychotic was like being in
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another place, unreachable. Returning from this place or from being lost was like 
moving from 'darkness to light’ (Mary).
I noticed that space and time connections were made through language use; many 
of the women used language to suggest that psychosis was in another place in the 
past and that they could 'look back on things’ (Sophie), metaphorically looking 
behind them at experiences that, since time had past, were now in the distance. 
Several women used language associated with fighting and battle; Mary 
externalised psychosis as an enemy that had control;
''Then it turned into a kind of, it picked up on spiritual things that I  know as well 
but it turned it round so that I  believed that 1 was going to die and going to hell. It 
was horrendous!”
I wondered if this was a way in which participants were moving away from a focus 
on the formal theories of what psychosis might be and attempting instead to 
develop their own idiosyncratic meaning of what had happened to them in a way 
that allowed them to express it to others. It seemed to me that this was a part of an 
attempt to build a shared reahty between them and others (me as the researcher, in 
this instance) as a way of breaking the experience of psychosis and recovery in 
isolation, discussed as a super ordinate theme previously.
3.3. Rebuilding the Self
The participants expressed a range of emotions when describing the losses and 
change that they felt had occurred during this disrupted transition to parenthood. It 
seemed to me that the women's sense of self had been challenged individually by 
each of the experiences of new parenthood and first episode psychosis. I thought
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that they expressed to me a process of recovery that involved adapting this prior 
sense of self to fit new knowledge about themselves and the world. They 
frequently talked about recovery as a process that occurs over time and that was 
ongoing at the time of interview.
3.3.1 Grieving Losses
Many of the women were at a stage of their recovery in which they were taking 
stock of what had happened. They expressed a range of emotions that suggested 
they were at different stages of grieving and that part of grieving involved 
experiencing difficult emotions and accepting losses in their life.
Some of the women described sadness in the realisation that their first experience 
of being a mother was very different from their expectations. This seemed to 
reflect a loss of an ideahsed self as mother. Although this could be considered a 
common experience by all new mothers, for the women interviewed it seemed that 
the disruption of the PP meant that the discrepancy between their expectations and 
reality could be far greater for these women than for other new mothers:
“The sense of loss of the first year of their life is so great, I  just can’t tell you, I  
can’t remember a lot about it.... there were so many things that I  wish we had done 
and we didn’t do...Not that I  suppose he knew much about it but for me I don’t 
think that I  was, I  wasn ’t the mother that I  wanted to be, 1 didn ’t do things with him 
that 1 thought I was going to do ” Charlotte
It also seemed to me, that unlike other new mothers, it was not possible to be able 
to evaluate and negotiate the conflict between expectation and reality until a much
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later point. Sophie expressed resentment that she had to cope with more than the 
expected adjustment of becoming a mother;
“Fm so angry, not only have I changed from being two people in a relationship to 
a mother..... so I  have had that change, but F have also had that change of 
something really terrifying to have happened to me which has made me someone 
else you know, an outlook on things differently”
In comparing herself to other mothers, Rita expressed a guilt that she was ‘very far 
behind other mums’ in particular in regard to ‘knowing what to do with her’.
As well as noticing the commonality of guilt as a strong emotion regularly 
expressed during interview, I was also aware of this tendency to compare 
themselves to other mothers, hke Rita had above. This social comparison was more 
starkly felt by Charlotte, who described finding it difficult to relate to other 
mothers’ experiences:
“I can remember going to toddler groups and finding it really hard to have a 
conversation with somebody, they would say this happened to me. And I  would 
think well, no, I don’t know what, couldn ’t relate to it at all ”
For Charlotte, the social aspects of motherhood, meeting new people and making 
friends, had been a part she had looked forward to, yet her fears about stigma and 
judgement made her more reticent about wishing to talk to others about their 
experiences;
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“some people would feel that it’s your fault or that you should be in control o f your 
emotions, you should be able to not be like that. ”
In the theme Striving to Make Sense of the Experience it was noted how the 
participants talked about loss of memory, gaps that they were proactively trying to 
fill as part of their attempts to understand what had happened. The loss of memory 
of this time also compounded the feeling that the mothers had missed out on 
important periods of their child’s life:
“And then I  think back ‘did I  actually look after Tyler?’ but Paul /husbandj said 
that I looked after him that wasn’t, there was no question that I  wasn’t looking 
after him, but I  can’t remember it, so that is why that I  get angry because I  think 
well I  have lost that bit” Sophie
Four women had had further children, with three of them having a second episode 
of PP. For many of the women having the decision to have further children was 
very difficult as they and their partners’ considered the risks of another episode. 
For some the decision not to have another child was difficult to accept;
“It would have been different. I would have liked another baby but I  can’t and I  
will have to deal with that, which is so hurtful. ” Sophie
Kamna was alone in this account in describing grief for the positive experiences of 
elation, grandiose beliefs and the feelings of creativity and empowerment that came 
with them. Once removed it seems she was left with a sense of depletion and 
embarrassment:
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“I just thought I had this really special giji and special insight and then to be told 
that I  wasn’t, well I  didn’t believe the diagnosis, so I  came down from the high and 
I  suddenly realised, ‘oh right’, I  felt hugely humiliated”
Several of the women reflected on a loss of demeanour and change in personahty. 
Some felt they had a more negative experience of being themselves and they were 
conscious of the impact of this on partners and family:
“I don’t think that I  am back to my old self ... I ’ve lost a bit o f the sense of fun and 
get up and go and the easy going that I  had I  think; and I  think that it’s really, 
really affected my husband” Charlotte
Some of the women talked with sadness about these losses but for others anger and 
a sense of injustice were the dominant emotions expressed. Several portrayed an 
ongoing internal fight to accept what had happened:
“I  feel really angry about it sometimes, I feel like I  had done everything right, I  
did everything how it should be done and worked really hard and worked hard at 
my relationship and got you know, house, career.... and I feel really angry that I  
missed out on a year of his life, three months o f her life but I  don’t feel like sorry 
for myself over it. ” Jenny
3.3.2 Assimilating new knowledge of self into the old view of self 
Part of recovery was focused on a need to rebuild a recognisable sense of self. This 
seemed to me to involve assimilating new knowledge about themselves with their 
retrospectively viewed pre-illness sense of self. Part of this required 
acknowledging changes;
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“I think to be honest the loss o f confidence, there should be another word in the 
vocabulary for it because it’s not a loss o f confidence, like, ‘oh dear, I  can’t walk 
over to the door in front o f people’, it’s a loss of self.. I  wouldn’t say it’s a loss of 
self esteem but it’s... it is a complete loss o f self..... it’s like the building blocks 
from which you’ve been made.... which you know intimately; someone has come in 
or some force has come in and just knocked them as far apart as you can imagine 
and it has been a painful process to collate all those blocks and put them back... 
and they haven’t gone back in quite the same place” Kamna
Kamna here was attempting to articulate the experience of having lost a sense of 
who she was. She talked of having to gather parts of her old self and reconstruct a 
self in an active process; to start to put back her self whilst acknowledging that she 
will not be quite the same as she was before.
Several of the women were able to reflect on changes in how they saw themselves 
and the world. Jenny talked about how a ‘heightened awareness’ of her 
surroundings had reduced her enjoyment of going out. For Alison it was the 
different view of her emotions and ability to cope with them that caused her 
ongoing anxiety;
“very fragile and knowing that at any second you could go again or you had this 
fear that your mind might revert or, so you are kind of watching and noticing. ”
Rita, like others, felt that PP had led to a changed outlook and view of the world:
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“/  couldn’t just take for granted the way the world is, it just suddenly seemed like a 
really weird place, quite sinister as well...and sometimes that will just kind of 
really come back, obviously it is just a memory”
Two of the women felt that they were largely the same as they had been prior to 
their psychosis, that their old sense of self had endured, but they also 
acknowledged changed aspects or qualities of themselves at the same time:
“I ’m still the same person. I ’m still the same person just stronger than I  was 
before, stronger mentally then I  was before ” Mary
However, the majority of the women focused on how they were different from how 
they had been prior to psychosis and having a baby. For Kamna, different in a 
negative way that she felt needed to be explained to others, perhaps for fear of their 
perception of her:
“It’s only in the last year that I ’ve stopped introducing myself and say ‘oh, well I  
wasn’t very well after Warren’ because I  feel I  have to excuse myself to how I ’ve 
become, because I ’m very different now to how I  was. ”
For several of the women including Mary and Jenny, there was a sense of 
themselves as survivors, that having come out of such a challenging experience 
they now feel able to cope with adversity;
“I have been through something that terrible, if anything else comes up then, 
maybe an illness again or whatever, depression or, well, it is not going to be as
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bad as that! You’ve got through that, so you will be able to get through this.” 
Mary
Others did not feel stronger but felt more 'vulnerable’ (Jenny) and more wary of 
their own emotions:
‘7 can’t allow myself to enjoy myself because I ’m so frightened of going high again 
and that has lead to a huge sort o f damping down o f my personality” Kamna
For some there was a real challenge in remembering the extremes of emotions and 
behefs felt when unwell and acknowledging what they had been capable of;
“it is beyond describing how awful it is to accept that you had such awful feelings 
about your child which should be... it is the worst o f the worst to feel something so 
awful about your child, especially as now that I love them both so much and now I  
have the relationship with them which I  should have always had but I  don’t think I  
will ever be the same person as I  was before because that will always be there with 
me, how I  did feel about him particularly. ” Jenny
For Kamna, the struggle for her was to cope with two conflicting views of her self. 
One; as a competent, intelhgent person, capable of rational thought. The other, as 
someone who had experienced a severe mental health illness, during which the 
validity of her thoughts was questioned:
“I ’m an intelligent person. I  just don’t want to have lived through this thing where 
someone has questioned my thoughts and said ‘you’re a nutter’ basically.... and it
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might happen again, that’s a huge thing, you know, saying you’re not safe 
basically and yet everything I  did was rational to my mind”.
Four of the women embraced positive changes in themselves, for instance an 
increase in empathy and understanding of mental health problems;
“when people chat about their problems and that, you can relate to things that 
come up, perhaps more hopefully I ’ll be more compassionate to people who’ve got 
mental problems” Mary
Several of the women talked about how following their episodes of PP, their own 
mothers’ became hyper vigilant about their daughters’ changes in mood. Rita was 
able to look with compassion through her new eyes as a mother, at the way her 
mother was behaving;
“But I  do really understand cos I thought if it was Katie going through that and
she /her motherj was with me and I  was sent to hospital some of the time, she did 
really see the psychosis at its worst” Rita
It seemed to me that here Rita was talking as a mother suggesting she had 
integrated that role into her sense of self; in contrast to her previous reflections in 
which early on in her recovery she was more comfortable with her work self than 
her self as a mother. Gradual changes like this are explored in more detail in the 
super ordinate theme Recovery over time.
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Most of the women expressed a different outlook on life and a reassessment of 
their priorities. It seemed perhaps that having such experiences gave them a new 
set of standards or reference point:
“you sort o f look at re-evaluating things like well... life is too short we need to 
make the most of every day -  do you know what I  mean? That sort o f thing really. ” 
Sophie
3.3.3 Recovery over time
The awareness of the impact of psychosis on others in their lives seemed to lead to 
a pressure to appear well and made me aware of the burden of recovery. Some of 
the women expressed a need to make amends to others as part of their own 
recovery, perhaps due to guilt they felt for what had happened. Many described a 
wish to be involved in research like this as a way of improving care and supporting 
other women who may go on to have PP. For Sophie her perceived need to atone 
was directed at her son:
“I ’m conscious of the fact of trying to do everything totally right, even though there 
is not a totally right I  think but I  suppose I  kind of feel that I  owe him something.” 
Sophie
Recovery was described as an ongoing process hke a ‘bumpy road’ (Alison). 
Memories of their psychosis were very powerful and still affected them at the time 
of interviewing:
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“I remember the intense-ness, the intensity of the feelings I  had. Sometimes I  
really remember that. Sometimes it hits me and I  get quite overwhelmed with what 
happened. ” Mary
Kamna had found a way to manage these memories by confronting them:
“I think its learning to live, just learning from the experience, and I  think for 
better or for worse I  have kept a lot of the memories alive because I  have been 
writing and umm certain things trigger memories and you know it’s I  think it’s 
important when they surface that you know I  deal with them rather than pushing 
them to the back.”
Measures of recovery varied but included both recovery from symptoms and the 
ongoing process of retrospectively developing an understanding of what happened 
and adapting to change:
“I ’m hugely affected by what happened and when I... Lucy my very best friend she 
said, you know you’ve got to think how much you’ve moved on from there. It is a 
recovery but it’s also been a huge process of self definition” Kamna
Alison and Jenny described improvement in functioning as a marker for recovery;
“I ’m not hearing any strange things, I  can go to Tesco’s without having a melt 
down and you know do things like going to work and all those sort of things to me 
were all sort of measures of being ok, being back to functioning normally” Jenny
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Gradual regained control, following the loss of control experienced during birth 
and psychosis, also appeared to be a less defined marker for recovery from PP;
“eventually it [depression] faded out, fizzled into nothing and I  also got them to 
change my medication to a previous drug that I  had been on years before, a year 
before, which had always worked well for me and that continued to work well. ” 
Mary
Despite progress made, some of the women struggled to accept that they are still 
affected by their experience and that issues remain “unresolved” (Charlotte). Rita 
talked about still feeling “shell shocked”, another battle related term like those 
discussed in the theme Striving to make sense, and others felt that the memories 
were “raw” (Sophie). However, hope was expressed by some that they would 
continue to make sense and adjust to what happened;
“I have realised what a good healer time is, that you do sometimes... that you do 
need time to go past for your brain just to get used to the idea. ” Rita
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4. Discussion
The research question asked how women who have had PP experience their sense 
of self. The findings from this study suggest that some women with PP experience 
a complex negotiation of changes in their sense of self during two transitions; one a 
transition to motherhood, the other a transition in recovery from psychosis, 
occurring concurrently. The women also struggled with experiences of loss. These 
findings for each theme in relation to current literature, their clinical implications 
and the limitations of this study have been considered below.
4.1 The Impact of Postpartum Psychosis on Self
PP had an impact on how the women in this study felt that they could relate to 
important people in their lives and on their social selves. With reference to Thoits 
(1999) definition of aspects of self, PP impacted on the parts of their identity that 
could be categorised; in these accounts, their multiple roles of mother, wife, and 
daughter. In line with findings by Smith (1999), it seemed that the women in this 
study had begun to develop a sense of themselves as mothers prior to childbirth. 
Their episode of PP was perceived as an interruption to it being realised.
Breastfeeding
The women interviewed appeared to strive to put their infants first, at times 
conflicting with health professionals whose aim was to care for the women. This 
was noticeably so with regard to breastfeeding. Breastfeeding as an important way 
of providing for their child was talked about by all participants. Many wanted to 
breastfeed but had difficulties either due to their own discomfort exacerbated by 
the symptoms of psychosis or alternatively, due to a lack of clear guidance of
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whether they could breastfeed whilst on certain types of medication. Medical 
discourses equate the ‘good mother’ identity with breastfeeding (Marshall et al, 
2007). However, social, practical and financial factors as well as the mother’s own 
confidence in her abilities to breastfeed can make a challenging task even harder 
(Marshall et al, 2007). This suggests that women who have taken on the ‘breast is 
best’ message but are unable to breastfeed due to prescribed medication or due to 
admittance to a psychiatric ward in which there are hmited provisions for 
breastfeeding mothers, may feel that they are not a ‘good mother’. There is a need 
for greater communication and sharing of knowledge between maternity and 
mental health professionals; perhaps to work towards a more inclusive promotion 
of breastfeeding that does not vihfy women who are unable to.
Social contact
The participants’ experiences of having a new child and having an experience of 
mental ill health had an impact on those around them. They perceived that other’s 
viewed them differently and this is likely to have impacted on their sense of self. 
For instance some of the women in this study felt that they were perceived as 
vulnerable and as having an illness identity, despite their own sense of recovery. 
This could in part be due to lack of understanding of mental health problems and 
psychosis in family members, leading to fear and concern. Loss of important 
social contact was described indirectly, through the very experience of psychosis 
but more directly, through admittance to hospital. The perception of thé 
availability of others as a resource of support is associated with ability to self- 
regulate distress (Priel & Besser, 2002). In Schrank and Slade’s (2007) outline of a 
framework for recovery from mental health problems, the need for connection with 
others is highlighted as a way of moving from ‘being isolated in one’s illness to 
rejoining the social world’ (pp.322).
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Support networks are also found to affect parenting and moderate parental stress 
(Priel & Besser, 2002). In these personal accounts the roles of the partners and 
extended family were found to be important as a source of support and advice. 
This is in hne with research findings that the maternal grandmother’s support can 
boost confidence and a sense of personal growth in first time mothers (Taubman- 
Ben-Ari et ah, 2009). Findler (2000) has suggested that grandparents are important 
in supporting the adjustment of new parents. The role of the extended family 
indicates a need for health professionals to work systemically and to ensure 
awareness of PP and its recovery pathway.
4.2 Striving to make sense of experiences
Understanding psychosis
In this study it appeared that the participants were endeavouring to find meaning in 
their experience or to use their own belief systems with which to find an 
explanation for the distressing experience of psychosis. Both of the super-ordinate 
themes ‘Conceptualising Psychosis’ and ‘Piecing the Puzzle Back Together’ 
describe a process of adjustment that is not unique to recovery from PP. First 
episode psychosis literature suggests that psychological adjustment in the early 
months after the symptoms diminish is known to be important in predicting longer 
term outcomes (Jackson & Iqbal, 2002). In their study of recovery from psychosis, 
Dilks et al, (2010) identified a strong theme related to sense making by a process 
of theory building. They defined this as a ‘process o f developing personally 
acceptable and socially shared explanations’ (pp.99). It is thought that this 
idiosyncratic nature of sense-making, which runs alongside the biological models, 
is said to impact on hopefulness, a facilitating factor in recovery from psychosis 
(Perry et al, 2007).
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The term ‘Striving’ was used in an effort to portray this period as an active and 
ongoing process over time, of trying to understand what happened; a process that 
was driven with a sense of urgency. Sense making relied in part, on others 
including family and professionals, to fill in gaps in the women’s memories and 
knowledge. However, recent findings (Doucet et al, in press) suggest there 
remains a lack of knowledge of PP, not only amongst the general pubhc but also 
amongst staff most likely to be caring for women who have it. In particular, PP 
appears to be misdiagnosed or misconceived as postnatal depression, perhaps due 
to its comparative frequency and because it is more openly discussed in the media.
Recovery style and cognitive appraisals
The process of striving to make sense could be associated with the ‘Integrating’ 
recovery style identified by McGlashan and colleagues (1987, 1975). Those who 
‘Integrate’ are more curious about their symptoms and their experience compared 
to those who ‘seal over’ and use more avoidant coping strategies (McGlashan et 
al, 1975). It was noted that integrators may experience a ‘trauma to their self 
esteem’ (pp. 1270) that coiild lead to self-doubt and depression. Birchwood and 
colleagues (2000a,Z?) demonstrated more recently the importance of people’s 
cognitive appraisals of their psychosis and what it might mean for their identity and 
their future. Appraisals of loss, self blame and shame are associated with low self 
esteem and depression following psychosis (Birchwood et al, 2000b). Similarly, 
individuals are found to move from an integrated form of coping to sealing-over, in 
the early period of adjustment to psychosis; perhaps due to their increased 
awareness of the impact of their psychosis (Tait et al, 2003). The depression 
associated with the early stages of recovery from first episode psychosis is rarely 
explored by current research studies on PP. This study suggests that depression
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following an episode of PP is also due to the appraisals individuals make about the 
meaning of the psychosis for their future and for their identity as an individual and 
as a mother.
4.3 Rebuilding the Self
An enduring sense of self
The women in this study appeared to be engaged in attempting to adjust to a new 
understanding of themselves and of the world. As in Shea (2010) they were 
describing attempts to integrate these new discoveries into their old view of 
themselves. Several different participants made analogies to building blocks and 
puzzles, hence the term ‘rebuilding’. The experience of psychosis caused 
disruption to the sense of self that they had been building up over the years, and 
that was already vulnerable during their transition to the role of mother. They 
reflected on having to put back together what was disrupted, using the same blocks, 
but acknowledging that they will not go back exactly the same as they were before. 
This was similar to both the ‘regained self of Robertson and Lyons grounded 
theory study of experiences of PP (2003) but also to the concept of a ‘reshaped’ 
sense of self found in the first episode psychosis study reported by Romano et al, 
(2010). Both of these also hold to the idea of a sense of self that endures through 
the experience of psychosis, initially described by Davidson and Strauss (1992). As 
in Robertson and Lyons (2003) it may be lost temporarily, but can be found again 
in some form and altered and added to, to accommodate the new experience. The 
varied list of words like rebuilding used in psychosis research such as reshaping, 
regaining and redefining, might be suggested to be largely the same in describing 
an experience of becoming aware of an enduring self that remains, and 
acknowledging change to this by addition and adaptation to what was leamt about 
the self and the world. Ultimately, a functional sense of self, as a person
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independent from psychosis, is known to be a factor of residence in adjusting to 
psychosis (Tait et al, 2004).
Loss and grief
Part of the wider process of rebuilding was acknowledging loss. Numerous 
experiences of loss were identified throughout the personal accounts including; a 
loss of an old sense of self, loss of time with their child, loss of memory, loss of old 
relationships and loss of future opportunities. As described by Baker et al, (2009) 
many of the losses caused by mental illness, like those above, may be intangible 
but lead to grief reactions all the same. There was a tremendous sense of loss 
expressed for the idealised mother -  the mother they had imagined they would be 
to their new bom child but through their psychosis were unable to be. Strong 
emotional reactions, including sadness, anger and guilt were expressed in relation 
to this loss, as well as a jealousy of the perceived ability of other new mothers to be 
able to have this idealised experienced. However, the literature on the transition to 
motherhood suggests that this loss of an imagined self is experienced by most first 
time mothers as the reality of childcare and changing lifestyle materialises (Choi et 
al, 2005). It could be suggested that the discrepancy between the idealised 
mother and the reality is far greater for women who experience psychosis so soon 
after the birth of their child, than for other first time mothers.
Various models of grief reactions have been posited. Parkes and Weiss (cited in 
Dunne, 2004) refers to the grieving process as a psychosocial transition in which a 
person must ‘give up one view of the world and develop another’ (pp.48). This 
bears similarities to the adjustment required to adapt to hfe with a chronic illness or 
predicted transitional hfe stages.
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Reappraisals of self and priorities
Like Frank’s (1993) narratives of illness, self change is evident in the personal 
accounts of this study. For many of the participants a reappraisal of priorities was 
a part of their rebuilding process. For some this developed through a re-evaluation 
of their own, or of their relationship’s, strength to cope with adversity. Robertson 
and Lyons (2003) referred to this as the development of a stronger self, however, in 
this study not all participants felt stronger or more confident. Indeed, some were 
more aware of themselves as vulnerable and capable of beliefs that could later be 
called into question. It was previously reported that for some mothers, having a 
diagnosis of HIV positive acted as a type of ‘biographical reinforcement’ 
strengthening the good mother aspect of self and led to the women emphasising 
their need to hve for the sake of their children (Wilson, 2007). Within this study a 
re-evaluation of priorities was evident for many of the women, with a change to 
focus on family and enjoyment of life. It could be hypothesised that women’s new 
parenting role could affect their recovery from psychosis but this would benefit 
from further exploration.
4.4 Overall Findings
In summary, this study supports the findings of other studies of psychological 
adjustment to psychosis. However, the findings from this study also suggest that 
the experiences of women with PP differ from others forms of psychosis in that 
they are also experiencing a period of adaptation to motherhood. Theories of 
transition suggest that changes in health and illness trigger a period of transition 
and that other life transitions can equally affect people’s mental health as well as 
changes to self concept (Meleis et al, 2000). Women with PP could be said to be 
experiencing two transitions with lasting personal and social impact at the same 
time. One of these is anticipated thus it follows a predictable path and can be
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practically and psychologically prepared for. The other is unanticipated and is, for 
many, traumatic and aversive. It could be said that the impact on the sense of self 
of each of these challenges affects the impact of the other. In this account, the 
women’s sense of themselves as mothers was affected by the new awareness of 
themselves as vulnerable and not able to carry out the tasks of motherhood as they 
imagined they would. It could also be suggested that the new self as a mother had 
an impact on their experience of psychosis, for instance, it is recognised that often 
the delusions of psychosis in PP are focused on fears for or about their child 
(Brockington, 1996).
The three themes identified here are not considered to be discrete categories; they 
overlap and have links with each other. The processes described in both 
‘Rebuilding the Self and ‘Striving to Make Sense’ do not profess to be a linear 
model. Thus, some of the women were rebuilding at the same time as trying to 
make sense of their experience and increasingly becoming aware of its impact on 
their self as a mother and their other social selves. It was also apparent these 
processes were ongoing for the women interviewed. Retrospective memories 
change over time as people continue to learn new information about themselves 
and the world (Smith, 1994a). This reiterates the idea of a dynamic and shifting 
process of adaptation that is unlikely to reach completion (Yoshida, 1993).
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4.5 Limitations
All of the participants in this study had experienced psychosis after the birth of 
their first child suggesting the sample was homogenous. However, the sample 
shared many other contexts in that they were all white British and they had all held 
a high level of education. There are likely to be other experiences of PP that have 
not been voiced in this study including those of people from different cultures and 
also the experiences of single parent families or women in same sex relationships. 
It might also be suggested that people who chose to participate are those who 
possess an ‘Integrator’ recovery style, thus excluding other voices of people who 
are more avoidant in their approach to coping. The findings of this study could 
however, be considered transferable as the sample shares context with the 
participants of Robertson and Lyons’ (2003) grounded theory exploration of 
experiences of PP, also recruited through APP.
The researcher endeavoured to bracket, meaning to separate out prior concerns and 
preconceptions (Smith et al, 2009), by engaging both in a research diary during 
interview and analysis and by self-reflexivity interviews with colleagues. However, 
the researcher was aware of hterature concerning changing self in both psychosis 
and in the transition to motherhood and it is likely that attempts to bracket were 
only partially successful.
4.6 Clinical Implications
Although the biomedical literature states that recovery from PP is rapid, the 
psychological impact of PP on the women and their families is long-lasting. 
Despite continuing debate regarding aetiology, health professionals need to be 
aware of the differences in the experience of PP particularly with regard to
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assessment, diagnosis and treatment. In particular, attention needs to be paid to 
matters regarding breastfeeding, the need for bonding with a new bom infant, and 
the role of sleep loss in new mothers as a trigger for mania. The findings of this 
study suggest that health professionals most Hkely to be caring for people at the 
time of onset should be fully aware of the disorder, the features that distinguish it 
from PND and its impact, despite its rarity, as it’s consequences are severe. 
Clinical psychologists could have a role working alongside colleagues in perinatal 
services and in providing psycho-education through antenatal classes, to support 
midwives in preparing new mothers.
There should be greater liaison between mental health staff of the services who 
support women with PP and midwifery staff for information and knowledge 
sharing. NICE (2007) recommend that women at high risk of relapse of an existing 
psychiatric disorder should be offered specialist perinatal care. Mother and baby 
units are thought to allow the treatment of the mother who can ‘simultaneously 
receive support in developing her identity as a mother’ (Poinso et al., 2002, pp.49) 
however Green et al, (2008) reported that fewer than a quarter of NHS tmsts 
currently offer both inpatient and community perinatal care.
Clinical psychologists have the skills to offer psychological interventions to aid 
recovery from PP. Interventions to aid psychological adjustment after PP should 
consider the double challenge for the individual to re-conceptualise their sense of 
who they are. Recently developed interventions for psychosis include Person 
Based Cognitive Therapy (Chadwick, 2006) that highlights a need to promote self­
acceptance. Practitioners should consider findings regarding sealing-over recovery 
style and poor engagement with health professionals. Although it could be said 
that the participants involvement in research such as this demonstrated an
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integrative recovery style, it might be suggested that a sealing-over style could be 
beneficial to women with PP in the early stages after their psychosis, as it might 
allow for a focus on developing their confidence in their self as a mother. This 
requires further exploration as it could aid treatment planning for people with PP.
Psycho-education for the family is of huge importance in promoting and enabling 
social support, as families’ lack of understanding about PP was reported to be a 
barrier to their providing their relative with support (Robertson & Lyons, 2003). 
Current research findings demonstrated that mothers and fathers had different 
support needs and preferences for how this support could be delivered (Doucet et 
al, in press). It is thought that the developing sense of one’s self as a competent 
mother can be facilitated through social interactions. Thus it is important to 
support families; both to care for women experiencing PP but also to facilitate the 
families’ own recovery process.
4.7 Future research
An exploration of women from more diverse backgrounds who have PP or 
comparisons across cultures would also add to the voices expressed in this study. 
In light of some of the themes not explored further in this study it would be 
beneficial to explore further experiences of treatments offered and the impact both 
on the women and their children. Several women in this study were concerned 
about the effects that their psychosis might have had on their young infants. 
Although the impact of postnatal depression on mother-infant attachment and 
subsequent consequences has been researched in depth it would be useful to 
consider if similar effects are observed for children of women who have PP.
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4.8 Conclusions
This study focused in more depth on the experience of a changing sense of self at 
the time of a disrupted transition to motherhood. This study corroborates other 
findings regarding recovery from psychosis in that psychological adjustment is 
thought to occur through the integration of an enduring sense of self with new 
knowledge of self and the world. This study suggests that women with PP 
experience two transitions impacting on their sense of self, that are ongoing at the 
same time, that influence each other and that occur in a social context. It is 
important that health professionals working both in midwifery and in mental health 
services are aware of the psychological impact of PP on women who experience it 
and their families, and are able to liaise and knowledge share to provide a 
supportive service to those who have or are at risk of PP.
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5. Final Reflections of the Researcher
This study explored women’s experiences of adjusting to a disrupted transition to 
motherhood. Assumptions I had made prior to carrying out this research about 
women’s experiences of the treatments currently offered were challenged in part 
and I was able to acknowledge that although some experiences followed a similar 
pattern there was also variety and complexity. Although my study had not set out 
to ask specifically about recovery from PP it became evident that the participants 
wanted to talk about recovery. I realised that in asking people to reflect on their 
sense of self following an event, I was in fact asking them to reflect on their 
experience of recovery. I had interviewed women between twelve months to five 
years after they felt their last episode had ended and yet all of the women seemed 
to me to still be thinking about and learning about what had happened to them; they 
all still considered themselves to be recovering from PP. Completing this research 
allowed me to develop my understanding of and ability to use quahtative research 
skills. It also helped me to reflect on the value of clinical psychologists as 
researchers.
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Appendix A - Advertisement
Department of Psychology 
University of Surrey
Has puerperal psychosis changed how you see yourself?
This is one of the many questions that Clinical psychologists would like to ask. 
There has been an increase in interest in peri-natal mental health problems by 
Clinical and Health psychologists over the past ten years. So much so that the 
Division of Clinical Psychologists, part of the British Psychological Society, have 
recognised the need for the development of a faculty of perinatal psychologists.
Members are usually Clinical or Health Psychologists who work in this field and 
who recognise the need for more research into the experience of mental health 
problems during and after pregnancy, research that will aid the development of 
more effective treatment and care.
Rachel Buffham, a Trainee Clinical Psychologist based at the University of Surrey 
and also a member of this faculty is conducting a study on how women think about 
themselves after having recovered from an episode of PP. Rachel is completing 
this study as part of her Doctorate in Clinical Psychology and is currently 
supervised by Jess Heron, University of Birmingham. It is hoped that findings will 
further health professionals understanding of PP, how the experience of it differs 
from other forms of psychosis and thus improve current approaches to care giving.
The study will involve interviews with women who have had PP. The interviews 
will take between 60-90 minutes. They can take place in your own home or at an 
alternative venue local to you if preferred at a time convenient to you.
If you have experienced an episode of PP in the last 5 years and would like details 
of how you can participate in this study please compete the form provided or 
contact Rachel by email at r.buffham@surrev.ac.uk.
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Appendix B: Notice of Ethical Approval
Dr Adrian Coyle
Chair. Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Rachel Buffham 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
25'" March 201D
Dear Rachel
UNIVERSITY OF
SURREY
Faculty of
Arts and Human Sdences
Guildford. Surrey GU2 7XH UK
T;+44 (0)1483 689445 
F ;+44 (0)1483 689550
www.sufrey.ac.uk
Reference: 418-PSY-10
Title of Project: Women’s  sense of self following am episode of Pueiperal psychosis: 
an interpretative phenomenological analysis.
Thank you h?r your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
if there are any significant changes to this proposal you may need to consider requestinq 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Oi
Dr Adrian Coyle
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Appendix C: Interview Schedule
Interview Schedule
1) How would you say that you faced the prospect of motherhood?
Prompt: How did you feel about being pregnant?
2) How would you describe your experience of the period after you gave birth 
to your first baby?
Prompts: Can you tell about how you experience of Puerperal psychosis 
started?
3) How do you explain what happened to you?
Prompts: How are you feehng now? What has helped you understand 
what happened?
4) Tell me about the aspects of your life that are most important to you now? 
Prompts: why? Has this always been the case? What roles do you hold?
5) Would you say that the person who faced motherhood is the same person 
today talking to me now? Why?
Prompts: Has your experience of PP changed the way that you think about 
yourself? What aspects of you have changed/stayed the same? What do 
you mean by (e.g. stronger)? Can you give an example in your life of this? 
Do others agree with this change?
6) How do you think other people see you?
Prompts: How does your family talk to you about your experience? How 
do you think people that are close to you see you? People you work with?
7) How do you see yourself in the future?
Prompts: What are your hopes for the future? How will you achieve your 
hopes/dreams? What are your future plans?
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Appendix D: Letter to potential participants
Date
ameo a icipan Department of Psychology
Address Faculty of Arts and Human Sciences
University of Surrey 
Guildford 
Surrey 
GU2 7XH, UK
Tel: 01483 683076 
Email: r.buffliam@surrev.ac.uk
Dear
I am writing because you have recently contacted APP saying that you would like 
to receive more information about the study:
‘Women’s sense of self following an episode of Puerperal Psychosis’.
To help you to make a decision about whether you would like to take part I have 
enclosed an information sheet and a copy of the consent form that will be used 
during the interview. You will be contacted by telephone within the next few 
weeks to discuss the study and find out if you would like to take part.
Yours sincerely,
Miss Rachel Buffham 
Trainee Clinical Psychologist
Supervised by:
Dr Dora Brown, University of Surrey 
Dr Mark Hayward, University of Surrey 
Dr Jessica Heron, University of Birmingham.
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Appendix E: Information Sheet
UNIVERSITY' OF
Department of Psychology 
University of Surrey
Women’s sense of self following an experience of Puerperal Psychosis 
INFORMATION SHEET
My name is Rachel Buffham and I am a trainee chnical psychologist, currently 
completing a Doctorate in Clinical Psychology at the University of Surrey.
You are invited to participate in this qualitative research project that will be based 
on women’s personal experiences of psychosis following childbirth. Before you 
decide if you would like to be involved, it is important for you to understand why 
the research is being carried out and what it will involve for you as a participant. 
Please take time to read the following carefully and talk to others about the study if 
you wish.
What is the purpose of the study?
I am interested in broadening the knowledge and understanding of women’s 
experiences of puerperal psychosis, particularly any psychological effects, positive 
or negative, that this experience may have.
Why have I been approached?
You have been approached because you have responded to an advertisement about 
taking in part in research and you reported to have had an episode of what is 
sometimes described as puerperal psychosis, postnatal psychosis or postpartum 
psychosis following the birth of your first child.
What will happen if I decide to take part?
If you agree to take part you will be asked to sign a consent form. You will be 
asked to take part in an interview with me that will last between 60-90 minutes. 
With your permission this may be observed by my supervisor for training purposes. 
There will be opportunities for breaks as and when you would like them. This 
interview will be recorded using audio recording equipment, it will then be
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transcribed. This interview will take place in your home or another venue if you 
prefer. You will be offered a summary of the analysis of all of the data collected, 
to review and give your opinion, on if you wish.
What are the possible risks of taking part?
The interview will be asking about your personal experience of PP and will be 
asking you to reflect on how this makes you feel as a person. It will also ask you to 
reflect on personal relationships. There is a small risk that you may feel upset or 
distressed when talking about these memories and reflections. If you wish you can 
take a break or end the interview at any point. Because of the sensitive nature of 
the interview there will be time at the end to reflect together on the process of 
being involved in the study. If you have any concerns following the interview we 
can discuss ways of obtaining support through local organisations and through 
contact with the Action on Postpartum Psychosis network.
What are the possible benefits of taking part?
We cannot promise that the study will help you directly; however, it is found that 
talking through personal experiences can be very positive. It is hoped that this 
study will lead to further understanding into this rare experience and how it affects 
the women who experience it. This will be of use to health professionals who work 
in both peri-natal and mental health services to improve their awareness of PP and 
how best to support people and their families who experience it.
What if there is a problem?
If you have any concerns about the study, or you would hke to complain or make 
suggestions for future research in this area, please contact any of the researchers 
(email addresses are at the bottom of this sheet).
Will the information I provide be kept confidential?
Your data and personal details will be kept in accordance with the Data Protection 
Act (1998). All information provided, including any comments you make, will be 
stored in a coded form. Your name and any other identifiable information will be 
removed from the information you provided, stored separately to the data and 
destroyed 5 years after the completion of the study. Any computerised information 
will be password protected.
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Do I have to take part?
No. Taking part in the study is voluntary. You do not need to give a reason if you 
do not wish to take part. You are free to decline to be interviewed and to withdraw 
from the study after interview by requesting that your personal and identifying 
details be destroyed immediately (please note that your anonymised data cannot be 
removed from the study once analysis has started).
What will happen to the results of the research study?
The results of the study will be submitted to a journal in the field of psychology 
and health, for publication. An article on the results will also be submitted to the 
Action of Puerperal Psychosis newsletter. No participants, placement locations, or 
people mentioned during interview will be identified in any publication. If you 
would like a summary of the results, please let us know and this will be sent to you 
by email.
Does this study require ethical approval?
This study has been approved by the University of Surrey Faculty of Arts and 
Human Sciences Ethics committee. Please ask if you would like more information 
regarding the ethics application.
Researcher Miss Rachel Buffham r.buffliam @surrev.ac.uk
Field Supervisor Dr Jessica Heron
Academic Supervisors Dr Dora Brown
Dr Mark Hayward
Thank you for taking the time to read this information sheet
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Appendix F: Consent Form
Department of Psychology, 
University of Surrey
Participant Consent Form 
-CONFIDENTIAL-
Research study:
“Women’s sense of self following an experience of Puerperal Psychosis”
Please sign below to indicate you have read and understood the following:
• I voluntarily agree to participate in this research study
• I have read and understood the information provided. I have been given a full 
explanation by the researcher of the nature, purpose, location and likely 
duration of the study, and of what I will be expected to do.
I have been advised about any discomfort and possible ill-effects on my health 
and well-being which may result. I have been given the opportunity to ask 
questions on all aspects of the study and have understood the advice and 
information given as a result.
I understand that I am free to withdraw from the study without needing to 
justify my decision and without prejudice.
I understand that all personal data relating to volunteers is held and processed 
in the strictest confidence, and in accordance with the Data Protection Act 
(1998).
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Personal details will be stored separately from the research data which will be 
held in an anonymous coded form. The information which I provide will be 
treated confidentially within the research team. Direct quotations may be used 
in publications but they will be anonymous and I will not be identifiable during 
any stage of the research process or in subsequent reports related to the study.
I confirm that I have read and understood the above and freely consent to 
participate in this study. I have been given adequate time to consider my 
participation.
Name of volunteer (PRINT) Date Signature
Name of researcher (PRINT) Date Signature
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Appendix H: Request for Feedback Email
D ear............. ,
I hope you and your family are well.
Thank you for agreeing to be interviewed for my University of Surrey research study on 
postpartum psychosis. As requested I have attached a summary of my research findings, 
following interviews with seven women who had experienced PP.
This summary is a draft only so I would welcome your opinions at this point before I go 
any further with my project. Please feel free to forward any comments you may have on the 
content by email to this address or alternatively, write to me at the address below. You do 
not have to comment if you do not wish to.
For my thesis the results will be longer with additional quotes to support each point. As 
this is a draft only please can I respectfully request that you do not share this document with 
others outside of your family, at this point.
I look forward to hearing from you.
Kind regards,
Rachel O'Brien
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Appendix I: Participant responses
“Thank you for sending the thesis. My family and I found it very interesting.
My only feedback would be that the names given could mislead people into thinking we were 
all in our 40's? -Perhaps more common names like Rachel, Rebecca, Sarah etc would better
reflect the ages of the women?
Also the transcript in places contained repetitions and wasn't clear in places.
hope that helps".
“I  found your report really interesting to read. It was actually very comforting to read the 
views of others who had had very similar experiences to mine. I  also liked the way you used 
actual quotes. 1 felt like sitting in the room with all these women with a glass o f wine in 
hand and having a good chat. Thank you for sending it to me and if you need any further 
information/interviews in the future I would only be too glad to help. I f  possible I  would like
to see the final version. ”
“Thank you for sending through the draft of your thesis. I've had a good read through and 
think it's excellent!! It's the most informative, accurate piece on PP that I've read, and 
although my experience may have been a little different from the other participants, I  agree
or can relate to everything in it.
The only feedback I  can offer is to do with the 'Grieving Losses' section. This is such a major 
part of recovery that seems to effect most women for years after (grieving for lost time, 
missing out on the baby stage & not having another etc), it seemed a bit understated to me. 
Also, the 'Isolation' section seemed a little underplayed in my opinion, for the same reasons. 
I realise these sections may be expanded upon in the final version. Also, my comment on 
page 9, 7 looked it up & got my cousin to look it up on the internet.... ', wasn't very clear I  
think and could probably do with being expanded to clarify that I  asked my cousin to look it 
up for me while I  was in hospital (& psychotic), straight after diagnosis. I  did a lot of 
research at a later stage, which I'm sure everybody does, but I  think it was quite unusual to 
feel the need to do it immediately (due to the lack of knowledge from professionals).I'd love 
to read the final version, I  think it'll be such a valuable piece. I  think ALL professionals 
working with ladies with PP should read this. Well done!”
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“I  have just read your piece. It was interesting to see other women's responses. The loss of 
the early experience of being a mother and having to live with the instinctive response that 
those precious months were imperfect was particularly resonant with my experience. I was 
surprised at the small extent of opinion on how sense of self was defined by changes in 
relationships with partners. Also, I  am left with a feeling of frustration that, with the best will 
in the world, it is impossible to convey the absolute devastation of what one experiences 
suffering from PP. It is easy to categorise the symptoms, but the strain o f living with acute 
anxiety (for me) and the inability to concentrate or make the simplest of decisions, let alone 
acknowledge that I  had been suffering from delusions really prostrated me. It was more than 
unsettling that I  had had my insanity exposed. This is too mild a description.
I  would have loved to have known whether the other women who responded had had 
previous histories o f bipolar or whether it was purely brought on by childbirth. There is a 
huge unanswered question about the likelihood o f recurrence. The fact that some women 
said that they couldn't have another child was enigmatic. I  wonder what led to that situation. 
This is because we gambled about having another baby. This is a subject that is terribly 
revealing about the sense of self; what knowledge has caused women to make decisions
about their futures.
I  was interested in the responses concerning religion. I  think that the care I  received was 
very pedestrian, and that the opportunity of seeing a chaplain or vicar was not thought of; 
either by me or by my husband, probably because o f the nature of the delusions (although I  
have a feeling that I  didn't say too much to him about them) ”
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Appendix J: Table of themes
M aster Theme Super-ordinate Theme
The Impact of Postpartum Psychosis on The Self as Mother
Self
Experience of psychosis in isolation
The impact on relationships
The self reflected in the eyes of others
Striving to Make Sense of the Piecing the puzzle back together
Experience
Conceptualising Psychosis
Rebuilding the Self Grieving losses to self
Assimilating new Knowledge of Self 
into old views of self
Recovery Over time
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